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STOP AS WELL AS PREVENT VOMITING AND NAUSEA 


The first specu 
antiemetic antinauseant entity 
New ean 


no spec tal precautions no knou n contraindications 


TIGAN IS NOT A CONVERTED ANTIHISTAMINE, NOT A CONVERTED 
TRANQUILIZER, NOT A CONVERTED SEDATIVE, NOT A COMBINATION. 
1. Chemically —different as well as new—a specific antiemetic entity. 


2. Pharmacologically—different as well as new—no demonstrable effects other than antiemesis. 
3. Therapeutically —different as well as new—stops active vomiting in addition to prophylactically 


preventing nausea and emesis. 


4. Clinically —different as well as new—effective in the widest range of common and special situations, 
such as nausea and vomiting of pregnancy, G.I. disorders, drug-induced vomiting and travel sickness. 


5. Practically —different as well as new—patients may drive, fly and work in hazardous situations, 


even when previously interdicted with other agents. 


\vailable in oral, injectable and suppository forms. 


LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. 
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TIGAN’ brand of trimethobenzamide 
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New revitalizing tonic 


brightens 
the second halt of life! 


A sense of frustration and inadequacy, faulty nutrition, waning 
gonadal function—RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement ...”! “Patients reported an increase in 


alertness, vitality and sense of well being.’ 


PRESCRIBE RITONIC 
for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 
Ritalin® hydrochloride 5 mg. 


methyltestosterone 1.25 mg. Remember 
ethinyl estradiol 5 micrograms 4 SERPASI id ‘ 
thiamin (vitamin B,) 5 mg. ; (reserpine CIBA) 
riboflavin (vitamin B:) 1 mg. 
pyridoxin (vitamin 2 mg. hypertensive 
vitamin B,, activity 2 micrograms . with or without 


nicotinamide 25 mg. __techycerdia 


dicalcium phosphate 250 mg. 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Supplied: Ritonic CAPSULES; bottles of 100. 
References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: To be published. 
RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 
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a significant medical advance 
for peripheral vascular disorders 


CYCLOSPASMOL 


Cyclandelate (3,5,5-Trimethylcyclohexy! Mandelate), 
tves-Comeron; U.S. Potent No. 2,707,193 


e Orally effective 
e Clinically proved 
e Well tolerated—notably few side-effects 


CYCLOSPASMOL provides a reliable, effective oral treatment for 
peripheral vascular diseases—vasospastic and occlusive. By its direct 
action on vascular musculature, CYCLOSPASMOL causes vasodilata- 
tion. It, therefore, promotes optimal tissue response and healing. 

“The criteria of success were not only the clinical course, but 
also objective symptoms, such as claudication time, healing of 
extensive gangrenous lesions, and skin temperature.””! 


Ulceration after three months’ dura- After three weeks’ treatment with After six weeks’ treatment with Cy- 
tion, refractory to other forms of CYCLOSPASMOL and topical antibac- CLOSPASMOL 
treatment terial agent 


For control of intermittent claudication in: 


Arteriosclerosis obliterans 
disease 
Buerger’s disease (thromboangiitis obliterans) 


Also indicated in: 
Uleerations—diabetic, trophic 
Circulatory impairment in feet, legs and hands 


IVG SUPPLIED: Tablets, 100 mg., bottles of 100. 
IVES-CAMERON Comprehensive literature on request 
COMPANY REFERENCE: 1. Van Wijk, T.W.: Angiology 4:103, 1953. Brs.iocraPny: 1. Gillhespy, R.O.: Brit. 
} ; M. J. 2:1543, 1957. 2. Gillhespy, R.O.: Angiology 7:27, 1956. 3. Winsor, T.: Angiology 4:134, 1953. 
Philadelphia 1, Pa. 4. Reeder, J.J.: Geneesk. gids. $1 :370, 1953. 5. Kappert, A.: Schweiz. med. Wehnschr. 85:237, 1955. 
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A perfect day for golf, his three 
fellow players waiting at the first tee 
—and then comes the phone call. 


itn ' Dr. Thomas I. Brennan is the golfer 


Opinions expressed in who is paged as he reaches for his 
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authors and do not neces- ; clubs. But this is an old story to 


THIS MONTH'S COVER... 


have a way of upsetting the best 
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release from pain and inflammation 


with BUFFERIN. ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 

The analgesic and specific anti-inflammatory action of Burrertn helps 
reduce pain and joint edema—comfortably. BUFFERIN caused no gastric dis- 
tress in 70 per cent of hospitalized arthritics with proved intolerance to 
aspirin. (Arthritics are at least 3 to 10 times as intolerant to straight aspirin 
as the general population.') 

No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for 
prolonged periods will not cause sodium accumulation or edema, even in 
cardiovascular cases. 

Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids 
magnesium carbonate, 1's grains and aluminum glycinate, “ grains. 

Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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itamin C content recently increased to 250 mg. per capsule without increas 


MEDICAL TIMES 


“All my patients get an extra lift with ‘Beminal’ Forte” 

| "BECAUSE JUST ONE CAPSULE A DAY provides massive doses of vito. 

ie y min B and therapeutic amounts of vitamin C,* “Beminal” Forte amply = 
meets the need when requirements are high and reserves are low, And 
a a my when the need is particularly acute, for instance, during long term illness 
to accelerate tissue repair, 2 or 3 capsules may be given daily 

BETS. IN INFECTION, OR PRE: AND POST-OP. 
 ‘“BEMINAL’ FORTE 
|. ® 
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@ revitalizes depressed patients — elevates 
mood, increases alertness and ability to 
maintain work and social adjustment 


= 


@ relieves pain in angina pectoris 


@ lessens fatigue, aching, stiffness in 
rheumatoid arthritis 


WITHDRAWN BITTER DESPAIRING 
SOMBER HOPELESS CRUSHED 


when the words mean 
depression, 
effective treatment is 


Catron 


supplied as the hydrochloride 


CATRON is the original brand of 8-phenyliso- «© 
propy! hydrazine. it is supplied as the hydro- 
chloride in press-coated, unscored tablets of 
3 mg. (blue), and 6 mg. (pink), bottles of 50. 


For detailed information, request Brochure No. 19, CATRON. 


LAKESIODE 


Lakeside Laboratories, Inc., 


Milwaukee 1, Wisconsin 
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In the menopause... 


transition 


™ 


Milprem promptly relieves emotional distress 
with lasting control of physical symptoms 


Milprem 


Miltown®+ conjugated estrogens (equine) 


Supplied in two potencies for dosage flexibility: 

MILPREM-400, each coated pink tablet contains 400 mg. Miltown 
(meprobamate) and 0.4 mg. conjugated estrogens (equine) 
MILPREM.-200, each coated old-rose tablet contains 200 mg 
Miltown and 0.4 mg. conjugated estrogens (equine) 

Both potencies in bottles of 60 


Literature and samples on request 


CMP.9224-69 
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without tears 


In minutes, Milprem starts to ease anxiety and 
depression. It relieves insomnia, relaxes tense muscles ; 
alleviates low back pain and tension headache. As the 
patient continues on Milprem, the replacement of estrogens 
checks hot flushes and other physical symptoms. 


Easy dosage schedule: One Milprem tablet t.i.d. 
in 21-day courses with one-week rest periods; during the 
rest periods, Miltown alone can sustain the patient. 


vp WALLACE LABORATORIES, New Brunswick, N. J. 
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A NEW USE 
FOR VESPRIN 


FROM - 
ANXIETY 
AND TENSION 
TO: EMOTIONAL 
STABILITY 


VESPRI 


made the difference 


in anxiety and tension states / psychomotor agitation / 
phobic reactions / obsessive reactions / senile agitation 
/ agitated depression / emotional stress associated with a 
wide variety of physical conditions 


In the patient with anxiety and tension symptoms — Vesprin calms him down without slowing him 
up...and does not interfere with his working capacity. Vesprin permits tranquilization without 
oversedation, lethargy, apathy or loss of mental clarity.‘ 

And Vesprin exhibits an improved therapeutic ratio — enhanced efficacy with a low incidence of 
side effects; no reported hypotension, extrapyramidal symptoms, blood dyscrasia or jaundice in 
patients treated for anxiety and tension.'** 


dosage: for “round-the-clock” control — 10 mg. to 25 mg., b.i.d.; for “once-a-day” use — 25 mg. 
once a day, appropriately scheduled, for therapy or prevention. supply: Oral Tablets, 10, 25 and 
50 mg., press-coated, bottles of 50 and 500;Emulsion (Vesprin Base) — 30 cc. dropper bottles 
and 120 cc. bottles (10 mg./cc.). references: 1. Stone, H.H.: Monographs on Therapy 3:1 
(May) 1958. 2. Reeves, J.E. Postgrad. Med. 24:687 (Dec.) 1958. 3. Burstein, F.: Clinical 
Research Notes 2:3, 1959. 4. Kris, E.: Clinical Research Notes 2:1, 1959. «+ Sovne 
Vesprin—the tranquilizer that fills a need in every major area of medical practice 
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HO-HYDELTRASOL provides its steroid component in true solution—a definite therapeutic benefit, 
in pure Solution more of He steroid is immediately available to inflamed nasal mucosa. 
iiiammatory action of the prednisolone 21-phosphate is 
fast and prolonged action—and neomycin to cambat in 


Supplied in S@igguplastic spray Bottles Mists) MERCK SHARP & DOHME 
NEO-HYDELTR pisatrademarkefMerck&Co,inc, Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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Allergic Disorders and Asthma 


Anergex 83a, 84a, 85a 
Benadryl 126a, 127a 
Decadron 47a, 48a, 49a 
Disomer 44a, 45a 
Elixophyllin 235a 
Norisodrine 
Novahistine LP 209a 
Perazil 137a 

Polanil 119a 

Tedral 199a 
Theruhistin Forte 167a 


Therapeutic Reference 


The following index contains all the products advertised in this issue. Each 
product has been listed under the heading describing its major function. By 
referring to the pages listed, the reader can obtain more information. All of the 
products listed are registered trademarks, except those with an asterisk(*). 


Antidepressants 


Catron 10a 

Deaner 238a 

Deprol 68a, 143a 
Niamid 13la, 132a, 133a 


Antiemetics 


Mornidine 80a 
Tigan Cover 2 


Analgesics, Narcotics, Sedatives and Antiinflammatory Agents 
Hypnotics 


Butisol Sodium 97a 
Empirin Compound 18a 
Hyptran 

Leritine Cover 4 
Synalgos 32a 


Anesthetics 


Xylocaine Ointment 163a 


Chymar Buccal 192a 


Antilipemic Agents 


Clarin 256a 
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Bentyl 123a 

Donnatal 128a, Opposite page 128a 
Milpath 153a 

Murel 98a, 99a 


Antacids and Intestinal Adsorbents 


Charcoal Capsules 248a 
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Antibacterials 


Betadine Ointment 227a 
Furacin 23la 
Neo-Polycin Ointment 255a 


Antibiotics and Chemotherapeutic Agents 


Achrocidin 134a 
Cortisporin Lotion 205a 
Cyclamycin I6la 
Neosporin Lotion 205a 
Pen* Vee K 244a, 245a 
Pentazets 142a 

Tao 222a, 223a 
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Arthritic Disorders and Gout 


Anturan 105a 

Benemid 35a, 36a 

Bufferin 6a 

Butazolidin 28a 

Parafon with Prednisolone 73a 
Sterazolidin 


Cardiovascular Disorders 


Cyclospasmol 4a 
Diupres 232a, 233a 
Esidrix-Serpasil 62a, 63a 
Hydro Diuril 156a, 157a 
Miltrate 60a 

Peritrate 54a 

Rauwiloid 92a 
Singoserp 200a, 
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Synonyms for 
Pain Relief... 


‘TABLOID’ 


‘EMPIRIN’ 


Acetophenetidin 
Acetylsalicylic Acid ... 
Caffeine .... 


‘EMPIRIN’ 
COMPOUND’ 


surgery 
WITH post-partum pain 


CODEINE 


migraine 
musculo-skeletal paias 
No. 1 Acetophenetidin 
Acetylsalicylic Acid .... gr. pastdental surgery 


Caffeine ... partum involuti 
Codeine Phosphate .... gr. 


No. 2 Acetophenetidin . 


Acetylsalicylic Acid ... 
Caffeine 
Codeine Phosphate .... 


No. 3 Acetophenetidin 


Acetylsalicylic Acid ... 
Caffeine 
Codeine Phosphate .... 


No. 4 Acetophenetidin 


Acetylsalicylic Acid . 
Caffeine 
Codeine Phosphate .... 


*Subject to Federal Narcotic Regulations 


BURROUGHS WELLCOME & CO. (U.S.A. 
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Central Nervous Stimulants Epilepsy 


Niatric 10la Mysoline 82a 
Ritonic 3a 


Cholereti Equipment and Supplies 
Birtcher Products* 242a 


Oxsorbil, Oxsorbil-PB 217a Miranda C Camera 184a 


t 
_— Eye, Ear, Nose and Throat 
Delfen 190a 


Koro-Flex 64a Biomydrin Nasal 9la 
Preceptin 190a Neo-Aristocort Eye-Ear Ointment 106a, 107a 
Ramses 213a Neo-Hydeltrasol Nasal 16a 

Ophthocort 57a 


Cough Control 
Benylin Expectorant 243a G. U. Prey ae 


Dilaudid 20a Azotrex 148a, 149a 

Dimetane Expectorant 24a Furadantin 79a 

Hycomine Syrup 219a Gantrisin, Azo Gantrisin 182a, 183a 
Phenergan 125a 

Phenergan Fortis Syrup 88a, 89a 

Romilar, Romilar CF 74a, 75a x 

Tessalon perles 159a Hematinics 


Chel-Iron 152a 
P Livitamin Between pages 224a, 225a 
Diabetes Mol-Iron with Vitamin C 215a 
Pronemia 52a 


Ori 55: 
Rubramin PC 30a, 3la 


Diagnostic Agents 


Clinitest 175a 


Hemorrhoids and Rectal Disorders 
Wyanoids HC 34a 

Diarrheal Disorders 

Cremomycin 189a Hemostasis 


Pectin N.F. 78a Koagamin 249a 


Polymagma 102a P in Int s 228a, 229 
Spensin’ Spensin-PS 160a remarin Intravenous a, a 


Diuretics Hormones 
Diamox 187a Nugesterol 50a 


Dressings Immune Serums 


Aeroplast 147a Hypertussis 246a 
Tucks 224a 


Edema Impotence 


Esidrix 150a, 1Sla Glukor 170a 
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now available 


*DILAUDID 
Cough Syrup 


for coughs that must be controlled 


dependable 
convenient 

pleasant tasting 
economical 


Formula: Each 5 cc. (1 teaspoonful) contains: 
DILAUDID hydrochloride . . 1 mg. (1/64 gr.) 
Glyceryl guaiacolate . . . 100 mg. (1'2 gr.) 
in a pl t peach-flavored syrup 

containing 5 per cent alcohol. 


Dose: 1 teaspoonful (5 cc.) repeated in 
three to four hours. 


(for children adjust dose according to age) 


*Subject to Federal narcotic regulations. Dilaudid,® brand of dihydromorphinone, E. Bilhuber, Inc. 


KNOLL PHARMACEUTICAL COMPANY 


(formerly Bilhuber-Knoll Corp.) 


MEDICAL TIMES 


; 
AR 
ONY 
Sse 
= 
a 
4 
fh 
\ 
\ 
ORANGE 
| A 
: 


Therapeutic Reference 


Infant Formulas and Milks 


Bremil Sla, 179a 

Carnalac 43a 

Carnation Evaporated Milk 43a 
Dextri-Maltose 145a 

Lactum 108a, 109a 

Sobee 26a, 27a 


Investments and Insurance 
Vilas & Hickey 122a 


Laxatives and Anticonstipation Preparations 


Caroid and Bile Salts Tablets 100a 
Dorbane 139a 

Doxidan 7la 

Ex-Lax 218a 

L.A. Formula 208a 


Wigraine Cover 3 


Muscle Relaxants 


Parafon 65a 
Robaxin Opposite page 129a, 129a 
Soma 22a, 23a 


Salt Substitutes 
Diasal 214a 


Skin Disorders and Antibacterials 


Acid Mantle 210a 
Acnomel 87a 

Aristocort Cream and Ointment 106a, 107a 
Baker's P & S Liquid 180a 
Capsebon 94a 

Cort-Acne Lotion 242a 
Cradol 236a 

Domeboro Tabs 210a 
Fostex 239a 

Grifulvin 195a, 196a, 197a 
Meti-Derm Aerosol 93a 
Rezamid Lotion 242a 
Sulpho-Lac 248a 
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Steroids 


Decadron Between pages 90a, 91a 
Gammacorten 38a, 39a, 40a, 41a 
Medrol 22la 


Tranquilizers 


Mellaril Between pages 82a, 83a 
Meprospan I7la 

Miltown Between pages 160a, I6la 
Sparine 76a 

Tentone 58a, 59a 

Vesprin l4a 


Ulcer Management 


Aludrox SA 25la 
Donnalate 185a 
Pepulcin 24la 


Upper Respiratory Infection Preparations 


Madribon 168a, 169a 
Madricidin 66a, 67a 


Vaginal Preparations 


Hyva 207a 

Lycinate 247a 

Massengill Powder Between pages 50a, Sla 
Premarin Vaginal Cream 186a 

Sultrin 135a 

Tricofuron 193a 

Triva 164a, 16Sa 

Vanay Vaginal Cream 46a 


Vitamins and Nutrients 


Aquasol-A_ 110a, Illa 
Beminal Forte 8a 
Delectavites 
Eldec 

Engran 117a 

Gevral 95a 

Myadec 72a 
Theragran-M_ 176a, 177a 
Vi-Sol Drops 237a 
Viterra 104a 


Weight Control 


Bontril 206a 

Levonor 253a 

Pet Instant 70a 
Preludin Endurets 155a 
Syndrox 202a 


| 
¥ 
Menstrual, Premenstrual and Menopausal ee 
Milprem 12a 
i 
Migraine 
2la 


NOW 

new way 
to relieve pain 
and stiffness 
in muscles 
and joints 


INDICATED IN: 


MUSCLE STIFFNESS 


LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


WHIPLASH INJURY 


BURSITIS 


SPRAINS 


TENOSYNOVITIS 


FIBROSITIS 


FIBROMYOSITIS 


LOW BACK PAIN 


DISC SYNDROME 


SPRAINED BACK 


“TIGHT NECK" 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 
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@ Exhibits unusual analgesic properties, different from those 


of any other drug @ Specific and superior in relief of SOMAtic pain 


™ Modifies central perception of pain without abolishing natural 


defense reflexes ™ Relaxes abnormal tension of skeletal muscle 


N-isopropy!-2-methyl-2-propy!-1, 3-propanediol dicarbamate 


®™ More specific than salicylates ™ Less drastic than steroids 


® More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMA is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with any previously used analgesic, sedative or 


relaxant drug. 
Soma also felaxes muscle hypertonia, with its stresses on related joints, 


ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY Safe. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


EASY To use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


supp.ied: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. 


WW WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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tastes 


the straws just symbol- 
ize the good flavor! And 

DIMETANE EXPECTORANT 

for cough is as effec- 
tive as it is delicious. 
FORMULA: each 5 ce. (1 

teaspoonful) contains: 
DIMETANE (Parabrom- 
dylamine Maleate) 2.0 
mg.; Glyceryl Guaiaco- 
late 100.0 mg.; Phenyl- 
ephrine Hydrochloride, 
USP 5.0 mg.; Phenyl- 
propanolamine Hydro- 
chloride, NNR 5.0 mg.; 
Alcohol 3.5% in a good- 


tasting aromatic base. | 
Dimetane Expectorant 


EXPECTORANT 


Each S$ cc. (1 t 
Parabromdylamine 
Phenylephrine HCI 


20 mg. 
5.0 me. 
5.0 meg. 
100.0 mg. 


Phenylprop Hcl 
Glyceryl Guaiacolate 
Alcohol 3.5 per cent 
In a palatable aromatic base 
CAUTION: 

Federal law prohibits dispensing 
without prescription. 
Average Dose: 

Adults— 

1 to 2 teaspoonfuls four times a day. 
Children— 

One half to 1 teaspoonful three 
or four times a day. 


ADOITIONAL INFORMATION TO PHYSICIANS 
REQUEST 


H.ROBINS — 
RICHMOND, 


works 
better 


combines the unsur- 
passed antihistamine 
Dimetane with the clin- 
ically proven expecto- 
rant glyceryl guaiacol- 
ate (which increases 
R.T.Ealmost 200% ) and 
two recognized decon- 
gestants. When addition- 
al cough suppressant 
action is indicated, pre- 
scribe DIMETANE EXPEC- 
TORANT-DC, which pro- 
vides the basic formula 
with dihydrocodeinone 
bitartrate 1.8 mg. per 
5 cc. (exempt narcotie): 


Yj 


Dimetane ExpectorantDC 


(WITH DINYOROCODEINONE BITARTRATE 1.8 ™G./SCCO 


fis 
j 
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True Stories From Our Readers 


Contributions describing actual and unusual happenings in your practice 
are welcome. For obvious reasons only your initials will be published. An 


imported sculptulite figurine ... an amusing caricature of a physician 


Puritanical 


This is a true experience to me, combining 
an embarrassing and humorous incident. 
One day I was examining a four-year-old 
girl, who had had a cough for several days. The 
examination was smooth until I wanted to ex- 
amine her chest and lungs. She was wearing 
a dress with several underneath garments to 
make the skirt stand out. In order to reach the 
chest, these clothes had to be removed, and 
I proceeded to assist her. With a surprised and 
rather indignant expression, reflecting a good 
parental influence, she looked me straight in 
the eye and said, “You, Doctor, are going to 
the devil for doing that.” 
H.J.D., M.D. 
Malvern, Ark. 


Never Ever 


When Lydia and her husband were mar- 
ried, she was fifteen years old and he was six- 
teen. By the time she was twenty-one I had 
delivered four full term babies for her, and 
she was again pregnant, for the fifth time. 

Since Lydia was beginning to show signs of 
fatigue, I suggested that she might be thinking 
about family planning and contraception, etc. 
In the course of the conversation, I ventured 
that she must be the most fertile woman in the 
state and that she seemed to become pregnant 
if her husband merely walked past. Lydia, 
whose strong point has never been conversa- 
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. will be sent in appreciation for each accepted contribution. 


tion and whose pronouncements have always 

been on the laconic side, promptly came up 
with this response, “He never walks by.” 

D.R., M.D. 

New Castle, Del. 


Wrong Sign 
I recently made a house call and left my 
stethoscope at the patient’s home. The patient 
called and said, “Doctor, you left your horo- 
scope at my house!” 
S.N., M.D. 
Pueblo, Colo. 


Fee Splitting 

A number of years ago, I was called to make 
a home delivery. This call was down on the 
Mississippi River bottoms. It was raining, and 
had been for several days. After the delivery, 
the man asked how much he owed me. | told 
him $35.00. He said he had only $10.00. I 
said I would accept that as total fee. 

When I started to leave, I found my car was 
stuck in the mud in the patient’s yard. The 
man, with his mule team, pulled my car out 
of the mud. I asked him how much I owed 
him and he said $10.00. So, for one hard 
evening’s work, I had nothing to show except 
being tired, cold and wet. 

G. U.R., M.D. 
Dumas, Ark. 
Concluded on page 29a 
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minimize the problems of : 


cow’s milk allergy 


“About 1 of every 15 babies is allergic to cow’s milk.’’' 


> 


Varied symptoms of cow's milk 
allergy observed in a study a 
of 206 infants’ 


PERCENT OF INFANTS SHOWING EACH SYMPTOM 


j 


eczema 43% —— 
pylorospasm sex 
| 
colic 
| 
diarrhea 


“unhappy” 


cough 


“nose cold” 


asthma 


constipation 


anorexia 


apathy 


urticaria, angioedema 


All of the listed symptoms 
were relieved by substituting 
soya formula for cow's milk formulas 


a 
: \ 
| 
19% 
13% 
6% 
1% 


specify Sobee 


relieve Diarrhea 
and other symptoms 
in the milk-allergic infant... 


for treatment / 


In a study® of 24 infants allergic to cow's milk, it 
was reported that when the infants were fed Sobee, 
“Weight gain was satisfactory in all cases during 
the periods of observation. For the most part stools 
were of normal colour and were soft in consistency 
...in contra-distinction to the very loose stools 
that resulted when many of the patients received 
cow’s milk.” 

Sobee was fed to 102 infants with cow’s milk allergy: 
“The stools were of a normal pattern, non-staining, 
non-loose, and non-malodorous.’’4 


for prevention / 


When allergic tendencies exist in the parents or 
siblings, it is prudent to start the “potentially aller- 
gic’’> newborn on a milk substitute, such as Sobee. 


for diagnosis / 

When cow’s milk allergy was suspected from the 
presenting symptoms, it was found that “it was 
simpler and easier to remove cow’s milk from the 
diet for a twenty-four to forty-eight hour trial pe- 
riod and substitute soybean milk than start an 
allergic study...’ 


references: / 


1. Clein, N. W.: Modern Med. 24; 69-75 (Feb.) 1956. 2. Clein, N. W.: Pediat. Clin. 
North America, Nov., 1954, pp. 949-962. 3. Collins-Williams, C.: Canad. M.A.J. 75: 
934 (Dec. 1) 1956. 4. Kane, S.: Am. Pract. & Digest. Treat. 8: 65 (Jan.) 1957. 5. Glaser, 
J.: Allergy in Childhood, Springfield, i!., Charles C Thomas, 1956, chap. 67, p. 494. 


to relieve milk-allergy symptoms while 
maintaining sound nutrition... specify Sobee 


Hypoallergenic soya formula, Mead Johnson 
liquid “instant” powd 


\ Mead Johnson 


Symbol of service in medicine 
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tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse ...”" 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


(phenylbutazone Geicy) 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement...."? Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment...."? Spondylitis: All patients 
“...experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
patients with various forms showed 
“...8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement...."? 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, 8. M.: New England J. 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (pheny!- 
butazone cercy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(pheny!butazone ceicy), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; homatropine methyibro- 
mide, 1.25 mg. 
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Concluded from page 25a 


Requestfully Yours 
Some time back, a little seven-year-old girl, 
who had been my patient since her delivery, 
came into the office after school one day. In 
all sincerity she said to me, “Doctor, I would 
like to put in an order for a little baby sister. 
I have two brothers, but I would like to put in 
an order for a little baby sister. I have two 
brothers, but I would like to have a little 
sister, you know.” When I asked her what 
made her think that we could get one for her 
she said, “Well, my aunt is coming to see you 
and she is going to have a little baby pretty 
soon and I'd so like to have a little sister. I 
thought if you were going to give her a little 
baby, that we could ask you for one for us too.” 
I tried to be as sincere and diplomatic as 
possible and assured her that I would see what 
I could do about it and speak to her mother 
the next time she came in. This satisfied her, 
she thanked me very sweetly and left. 
N. A. B., M.D. 
Montrose, Colo. 


Champ 

About twenty years ago, as I was leaving 
my office at noon, a man came into the clinic 
and said that he needed someone to go down 
and see a patient. I happened to be standing 
near the registration desk and heard his request. 
It developed that the patient was a full-grown 
chimpanzee. I advised the man that he should 
see one of the veterinarians, and the man 
promptly advised me this was no case for a 
veterinarian as the chimpanzee was practically 
human. Again, it intrigued me and I agreed 
to go and see the animal. 

The animal and his trainer were performing 
with an indoor circus here. When we arrived 
at the animal’s cage, the trainer told the chim- 
panzee to climb on a large limb of a tree, which 
was about four inches in diameter, and put 
his back toward me. The chimpanzee did as 
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he requested. I examined the chimpanzee and 
found some patches of pneumonia. I told the 
trainer that I would like to take the animal's 
temperature and that I thought the best way 
was rectally. The trainer told the animal to lie 
on the cage, on this limb, with the anal area 
toward the bars, that he wanted me to take 
his temperature. I inserted the rectal thermom- 
eter and found the animal was carrying a tem- 
perature of approximately 100°. 

The trainer was amazed and said this was 
the second time that the animal's temperature 
had been taken by rectum—the other time be- 
ing about six years previously and he felt that 
the animal remembered the other time and re- 
sponded so well to the suggestion of the posi- 
tion in which to lie. After each response to 
commands, the chimpanzee was given grapes 
by the trainer. Treatment was instituted and 
it was suggested that the animal not perform 
until he recovered from his pneumonia. 

It is with regret that I record that this was 
one of the chimpanzees who sank when he and 
several others were enroute to Australia, a 
number of years ago. 

D. B. S., M.D. 
Pueblo, Colo. 


Pretty Baby 
An old friend of mine, who has the reputa- 
tion of being very homely, finally married a 
sweet young girl and of course soon had a sweet 
little baby daughter at which time I attended 
her. The father came with his wife to the office 
for the baby’s six week check-up and was very 
proud of his new daughter. My nurse and I 
observed that the baby was a beautiful infant. 
I turned to the father and said, “Charlie, how 
can such an ugly sucker like you have such a 
beautiful baby?” Charlie replied, “Well, I'll tell 
you Doc, I didn’t make her with my face.” 
J.M. L., Jr., M.D. 
Walsenburg, Colo. 
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INTRODUCING 


RUBRAMIN 


SQUIBB VITAMIN 8,2 U.S.P. INJECTION 


PURE CYANOCOBALAMIN INJECTION - CREATED AND PRODUCED 


BY SQUIBB - FOR THE MOST EXACTING STANDARDS OF INTRAVENOUS, 
INTRAMUSCULAR AND SUBCUTANEOUS ADMINISTRATION IN: 


pernicious anemia 

« severe nutritional macrocytic anemias 

- severe nutritional neuropathies 

« prevention of macrocytic anemia following 
partial or total gastrectomy 


and for the relief of pain in such conditions as: 
trigeminal neuralgia; osteoarthritis; secondary burning paresthesias; herpes zoster; and 
neuroblastoma in children. 


RUBRAMIN PC is highly effective whenever high doses of vitamin B,. are required. 


MEDICAL TIMES 


wer 
30a 1 


HEMOGLOBIN 
Percent Milhons’'Cu mm Gms. Percent 


RETICULOCYTES 


DAYS 


TYPICAL HEMATOPOIETIC RESPONSE WHEN RUBRAMIN P C IS GIVEN INTRAMUSCULARLY TO A PATIENT WITH MEGALOBLASTIC ANEMIA (schematic) 


highly potent and vital to metabolism 
Vitamin B,.— one of the most potent biological factors known — is vital to basic 
metabolic functions, to normal formation of red blood cells and other formed ele- 
ments of the blood, and to the functional integrity of myelinated fibers in the spinal 
cord and brain, as well as to the healthy condition of gastric and oral mucosa. 


therapeutic agent of choice in pernicious anemia 
Vitamin B,. is the therapeutic agent of choice in pernicious anemia, is effective 
in certain megaloblastic macrocytic anemias, and contributes tc recovery or clinical 
improvement in a variety of neurological, liver and skin disorders. 


non-toxic, remarkably free from side reactions 


Despite its high level of activity, vitamin B,. is non-toxic and remarkably free from 
side reactions. It has been well-tolerated even when administered in massive doses. 


potency confirmed by precise radioisotope measurement 
The Radioisotope Tracer Method is now used routinely as an assay procedure in the 
production of RUBRAMIN, guaranteeing accurate label potency. 

RUBRAMIN PC is now available in potencies for all your parenteral requirements: 30, 
50 and 100 mcg. per cc., 10 cc. vials; 1000 meg. per cc., 1 cc. and 10 cc. vials. 
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more 
headache, 


J 


SyYNALGOs fulfills all of the desirable functions of an 
analgesic for mild to moderate pain. It provides quick, 
effective analgesia, eases tension, and counteracts de- 
pression. 


SYNALGOs is especially indicated for sinus headache, 
tension headache, pain and headache of dysmenorrhea. 


For severe pain, SYNALGOS-DC—SyYNALGos with dihy- 
drocodeine—is recommended. 


SY A LG O Ss IVES-CAMERON 
CAPSULES 


Promethazine Hydrochloride, Phenacetin, 
Acetylsalicylic Acid, and Mephentermine Sulfate 
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Edited by Maxwell H. Poppe!, M.D., F.A.C.R., Professor of Radiology 


New York University College of Medicine and Director of Radiology, Bellevue Hospital Center 


WHICH IS YOUR DIAGNOSIS? 


1. Normal 3. Stricture of the esopha- 
gus due to lye 


2. Stricture of the esopha- 4. Compression from medi- 
gus due to carcinoma astinal disease 


(Answer on page 250a) 
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Now 


in inflammatory anorectal disorders... 
’ The Promise of Greater Relief 
at the first suppository to contain 
P hydrocortisone for effective control of proctitis 
e Proctitis accompanying ulcerative colitis 
4 e Radiation proctitis 
: e Postoperative scar tissue with inflammatory reaction 
e Acute and chronic nonspecific proctitis 
Pa e Acute internal hemorrhoids 
R e Medication proctitis 
e Cryptitis 
Postoperative 
12 Ulcerative Colitis Radiation Proctitis Scar Tissue 


Supplied: Suppositories, 

boxes of 12. Each supposi- ® 
tory contains 10 mg. hydro- 

cortisone acetate, 15 mg. 

extract belladonna (0.19 


mg. equiv. total alkaloids), 
3 mg. ephedrine sulfate, 
zine oxide, boric acid, bis- 
muth oxyiodide, bismuth 

subcarbonate, and balsam Philadelphia 1, Pa 
peru in an oleaginous base. 


Rectal Suppositories with Hydrocortisone, Wyeth <n 
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“The should ineach pation! with arth 
the epparent type.” 
of utie acid in the scrum has been em amved and re 
aes diagnostic aid. In our experience if is valuable on 
“All complainine Of non-treumatic museul. etal diseomfort 
should have at lecst on@Peruin uric acid determinati 
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common 
manifestations 
of gout 


INDISPENSABLE 


FOR 
THE TREATMENT 
OF CHRONIC 
GOUT 


Benemid 


PROBENECID 


a specific for gout 


“As to the use of uricosuric agents in interval treatment of 
symptomless gout, probenecid [‘Benemid’], a benzoic acid 


derivative, is probably the best agent for prolonged use."’? 


Age 50, male, severe attacks twice a year for 14 years 


18 mos. pre-Benemid Minor attack of gout | 


| 
+ 

‘i T 

| | 

Benemid 
1 2 3 4 
10 YEARS 
gms. daily ‘ | 


Control of gout in therapy with ‘Benemid’, plus adherence to low purine and 
low fat diet. Two minor attacks occurred during the first year of treatment.5 


« has a most pronounced uricosuric eflect 

e causes marked decrease in serum uric acid 

e acute attacks usually become less frequent and less severe 

* may Cause regression in subcutaneous tophi, resorption of osseous tophi 
and recalcification of decalcified bony structure 

© arrests or prevents bone damage, so that need for surgery may be obviated 


e helps return patients to work 


negligible toxicity 


Dosage between acute episodes: 0.25 Gm. twice daily for one week, followed by 1 Gm. daily in 
divided doses. (Many clinicians prefer to give ‘Benemid’ and colchicine concurrently.) 


Supply: 0.5 Gm. tablets, bottles of 100 and 1000. 


1. Coodley, E.: Differential diagnosis of rheumatic diseases, Am. Pract. & Dig. Treat. 9:1238, Aug. 1958. 
2. Hench, P. S.: Gout and gouty arthritis, in Cecil, R. L.: A textbook of medicine, ed. 9, Phila., W. B. 
Saunders Co., 1955, p. 651, 656. 3. Lockie, L. M.: Symposium on gout: Diagnosis, Metabolism 6:269, May 
1957. 4. Kuzell, W. C.; Schaffarzick, R. W.; Naugler, W. E.; Koets, P.; Mankle, E. A.; Brown, B., and 
Champlin, B.: Some observations on 520 gouty patients, J. Chron. Dis. 2:645, 1955. 5. Bartels, E. C.: 
Symposium on gout: Treatment of gout, Metabolism 6:297, May 1957. 


*BENEMID’ IS A TRADEMARK OF MERCK & CO., INC, 


[i O-) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA, 
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Coroner’s Corner 


A beautiful imported German apothecary jar will be 


sent to each contributor of an unusual case report. 


I was called by the Coroner's 
Office to clarify a situation with reference to 
a patient whose death had been reported \s } 
by a local undertaker. 4A=z—_N 

I went to the address given and examined 
the patient who was very much alive. He 
related that he had fainted in the street and, 
lying quite still, appeared to be dead. His 
relatives called the undertaker (who called the coroner). The man 
said that the undertaker came in his house, picked him up on a 
stretcher, and was driving to the funeral home when the patient 
awoke and realized his predicament. When he attempted to get up 
from the stretcher the undertaker grabbed him and tried to push him 
back down. “He held some gas over my face to try to kill me again 
because he did not want to lose the business. I fought them off, 
jumped out and ran down the street with the two undertakers chasing 
me.” 

This was the patient’s interpretation of the events. What actually 
had happened was that the funeral home’s ambulance had answered 
the call and the ambulance attendants had attempted to revive the 
unconscious patient using oxygen. 

The Coroner's Office is holding this file open for “Future Termi- 
nation.” 


\ 

\ 
|/ 


C. E. Arar, M.D. 
Darlington, S. C. 
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for full corticosteroid benefits 


new WHE ammacorsen 


profound anti-inflammatory activity, with min- 
imal potential for corticosteroid side effects 


this arthritic 
needed 
Gammacorten 


How this arthritic—and others—responded to Gammacorren is shown on the following pages 


With GAMMACORTEN, a full measure of corticosteroid benefit can now be brought to 
patients who have heretofore obtained less than optimal benefit from adrenocorti- 
coid therapy. In practice, the increased activity of GAMMACORTEN means maximal 
mobility for the arthritic; maximal freedom from attack for the asthmatic; rapid and 
complete resolution of lesions for the dermatologic patient. Unwanted adrenocorti- 
coid effects are relatively infrequent with GAMMACORTEN. Should side effects occur, 
they can be usually managed by reducing dosage or by supplemental measures. 


Photographs used with permission of patients. 
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these arthritics needed Gammacorten 


PATIENT W. M., 42, has had rheumatoid 
arthritis since September 1955. Previ- 
ous treatment included prednisone. Con- 
siderable soreness, pain and stiffness, 
particularly in shoulders, hands and 
elbows. Major complaint was pain in the 
hands. There was swelling in the finger 
joints, with ulnar deviation of the hands 
and slight contracture of the elbows. 


BEFORE GAMMacoRTEN: Patient J. D., 58, 
had arthritis since 1935, Previous treat- 
ment included prednisone. At time of 
examination, shoulder, arm, and finger 
joints were frozen. J. D. could not but- 
ton his shirt or perform other functions 
without help. He had pain all the time. 
Hands were badly deformed. Unable to 
move arms away from body; shoulders 
appeared frozen. 


2/2608 
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BEFORE GAMMACORTEN: W. M. cannot flat- 
ten hand on table; finger joints ex- 
tremely swollen; he could not move his 
hands without pain. 


ONE WEEK AFTER Gammacorren: J. D, has 
shown remarkable improvement; was 
able to raise arms to shoulder level with- 
out incurring pain. 


Gamn 


ONE WEEK AFTER GAMMACORTEN: W, M. can 
flatten hand without pain, swelling is 
considerably reduced. Measurement of 
grip shows increased hand strength. 


ONE WEEK AFTER GAMMACORTEN: Fingers, 


although permanently deformed, have 
regained some usefulness; can button 
jacket, extract cigarette and strike match. 


ort 
acorben 


(dexamethasone CIBA) 


CLEA 
SUMMIT. N 
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for full corticosteroid benefits: new 22! roen 


PATIENT M. S., age 81, at time of first visit was in severe pain and very un- 
comfortable. Complained of swelling of wrists, legs, various joints; there 
was pain and stiffness in cervical area and lower spine; pain, swelling and 
limited motion in the fingers; slight ulnar deviation of the hand. He could 
not raise his arms above the level of his shoulders. 

Treatment and Result: After 36 hours of GAMMACORTEN therapy, M. S. had 
“complete relief.’’ Joint swelling had decreased, pain was almost absent, 
range of motion had increased dramatically. At the end of the first week 
of GAMMACORTEN he was free of discomfort and able to return to his job 


this arthritic 
needed 
Gammacorten 


BEFORE GAMMACORTEN: M. s. demonstrates 
the position necessary to put on his hat 
(range of motion was so restricted that 
he could not comb his hair). 


AFTER ONE WEEK OF GAMMACORTEN: M, S. 
could put on his hat normally, could 
comb hair; function near-normal at end 
of first week of treatment. 


40a 


as a porter. 


BEFORE GAMMACORTEN: His fingers were 
extremely painful and were so swollen 
that a size 11 jeweler’s ring would not 
fit over his small finger. 


AFTER ONE WEEK OF GAMMACORTEN: Size 11] 
jeweler’s ring passes easily over previ- 
ously swollen joint. At end of first week, 
“puffiness” had virtually disappeared. 


Photographs used with permission of patient. 


BEFORE GAMMACORTEN: Hands were so 
painful, stiff and swollen that M. S. 
could not flatten hand or extend fingers 
on flat surface. 


AFTER ONE WEEK OF GAMMACORTEN: Pain 
completely subsided. M. S. can flatten 
hand, extend fingers and flex in normal 
manner without pain. 
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eerore Gammacorren: M. S: could not 
raise arms above shoulder level; even 
the degree of motion shown was ex- 
tremely painful. 


AFTER ONE WEEK OF GAmMMacorTeN: Range 
of motion and rotation dramatically in- 
creased; M. S. could move arms without 
pain for the first time in months. 


UMMIT.N 
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How to use Gammacorten 


in arth ritis — An initial dosage of 1.5 to 3 mg. per day 
(2 to 4 tablets divided into 3 or 4 doses). This dosage should be 
continued until a satisfactory symptomatic response is obtained — 
usually within 3 or 4 days. After a favorable response has been 
obtained, reduce dosage by 1/3 every 2 to 3 days until either main- 
tenance dosage is established or therapy can be discontinued. 
Satisfactory contro! can often be maintained with as little as 0.75 
mg. to 1.5 mg. per day. 


in asthma and allergy -m STATUS ASTHMATI- 
Cus: Initial daily dosage of GAMMACORTEN is 7.5 to 10 mg. (10 to 13 
tablets divided into 3 or 4 doses). As soon as the acute state is 
controlled, reduce dosage slowly by 1/3 to. 1/4 until a satisfactory 
maintenance level is reached or until therapy is discontinued. 


IN CHRONIC BRONCHIAL ASTHMA: Initial dosage is 1.5 to 3 mg. of 
‘GAMMACORTEN per day (2 to 4 tablets divided into 3 or 4 doses). After 
a satisfactory response has been obtained, decrease dosage by 1/3 
every 2 to 3 days until either maintenance lével has been determined 
or therapy can be discontinued. Asthmatics can often be main- 
tained for long periods on as little as 0.75 mg. to 1.5 mg. of 
GAMMACORTEN daily. 


IN INTRACTABLE HAY FEVER: Start with 2 to 3 mg. (3 to 4 tablets 
divided into 3 or 4 doses) of GAMMACORTEN per day. Symptoms 
should be promptly relieved; prolonged maintenance therapy is 
unnecessary for these self-limiting disorders. 


in skin disorders -— start with 2 to 3 me. (3 to 
4 tablets divided into 3 or 4 doses) of GammacorteN daily. Satisfac- 
tory control is usually obtained at this dosage level. In chronic 
conditions, dosage should be decreased by 1/3 every 2 to 3 days 
until either a satisfactory maintenance level has been achieved or 
therapy can be discontinued. In acute or self-limiting disorders, 
treatment may be discontinued as soon as control has been obtained. 


SUPPLIED: GAMMACORTEN Tablets, 0.75 mg. 2/ 2600 


4 "4 

(dexamethasone C!BA) 

...-@ potent, highly effective corticosteroid; 


profound anti-inflammatory activity, with min- 
imal potential for corticosteroid side effects 
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Letters to the Editor 


This department is offered as an Open Forum for the discussion of 
topical medical issues. All letters must be signed. However, to protect 
the identity of writers who are invited to comment on controversia 


subjects. names will be omitted when requested. 


Attention Detail Men 

May I disagree with Dr. Goldberg of Gary, 
Ind. (MT, May 1959) on his “pet peeve” of 
detail men asking, “Have you used my prod- 
uct,” etc. 

I would like to remind the good doctor that 
a pure “detail man” according to his definition 
is a rarity, and that most are salesmen as well, 
thus they must use some sales approach in 
addition to their detailing. They also call upon 
the drug trade in the territory, and depend for 
their livelihood and excuse for being, on sales 
in their respective areas or territories. 

I feel no hesitancy in admitting to any de- 
tail man that I have not, nor do not, use any 
particular product. I may or may not give 
him my reason, but I do find that it apparently 
cuts short an unwelcome detail, which in turn 
relieves my “pet peeve’”—the detail man who 
wants to make his visit too long, either by 
detailing too many products, or detailing too 
extensively on one or two. 

I would like to say in conclusion, that the 
latter are by far in the minority, and that all 
but a very few detail men are welcome in my 
office, and, I hope, treated courteously and 
considerately. I don’t feel that telling one that 
you don’t use his product is showing lack of 
courtesy or consideration for him. 

Tom E. Kelly, M.D. 
Dallas, Texas 


@ / would judge that most family 
physicians would have reactions similar 
to those of Dr. Kelly —Epitor 


My husband and I agree with Dr. Goldberg. 
We appreciate the detail man’s position but he 
should appreciate ours too. The men welcome 
in our office don’t enter with leading questions. 
If a drug brings excellent results the average 
doctor will pass this information on the next 
visit. Grace E. Devnich, M.D. 

Livermore, Calif. 


Commendation Corner 
I want to thank you for sending me the 
MEDICAL TIMEs each month. It is a very valu- 
able asset to me and any physician practicing 

medicine in this country. 
It is well edited, interesting, and a help to 

the medical profession. 

John M. McGehee, M.D. 
Cedartown, Ga. 


Though I am not a general practitioner, I 
recently had occasion to read an issue of 
MEDICAL TIMEs that I came across in a col- 
league’s office. What caught my eye was the 
attractive cover—a refreshing innovation in the 
field of medical journal publishing. You rate 
an accolade. A.F., M.D. 

New York. N. Y. 


MEDICAL TIMES 


| > 
@ 
. 
\ 
| 
* 
q 
| 
~ 
‘i 
< 
42a 
| £ 


ac 


PRE PARED 
INFANT 
FORMUIA 


CARNATION COMPANY. Lm 


CARNATION 


EVAPORATED 


M 
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2 ways to specify Carnation 
Evaporated Milk infant formula 
« 
lity s desirable forthe baby... oF 
43 


PURE ANTIHISTAMINE ACTION 
NOW PHARMACOLOGIC FACT 
BECAUSE DISOMER 

SHEDS THE MOLECULAR DROSS 


> 
| 


NEW...IN THE TREATMENT OF 


ALLERGIC DISORDERS 


therapeutic index’”’ 
unsurpassed Clinical efficacy 

© highly effective in exceptionally small doses 
¢ side effects reduced to placebo level 


Disomer....a major scientific advance 
in the pharmacology of antihistamines! 


DisoMER was described as being “...as close toa 
pharmacologically pure form of histamine antago- 
nist as the chemist can produce." Incorporating 
the newest knowledge of structure-function rela- 
tionships, DisoMER comes closest thus far to the 
therapeutic ideal of pure antihistamine activity. 
DISOMER represents the d-isomer of racemic 
brompheniramine maleate. In shedding the 
l-isomer a high point in clinical effectiveness is 
achieved while side effects are reduced to the 
placebo level. 

Therapeutic results have been noteworthy with 
94.7% effectiveness reported.? Equally note- 
worthy is the virtual absence of clinically signifi- 
cant adverse reactions. Indeed, the sole side effect 
reported was occasional, mild drowsiness in only 
4.7% of patients. 

With DisoMer your allergic patient remains your 
alert patient while enjoying unsurpassed freedom 
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from allergic symptoms. Ready now for your pre- 
scription—DisoMER is available in a variety of 
dosage forms to fit your patients’ individual 


requirements. 
Availability: 
DISOMER CHRONOTAB 6 mg. 
DISOMER CHRONOTAB® ......... 4 mg. 
2 mg. per 5 cc. 
Usual dosage: 
6 mg. CHRONOTAB b.i.d. 
4mg.CHRONOTAB ....... t.id. 
q.id. 


Syrup teaspoonful ............. cid. 


*Chronotab is White's repeat-action tablet 


References: (1) Gould, A. H. and Long, D. L.: Clinical 
Pharmacology and Therapeutic Use of Dexbromphen- 
iramine Maleate ( Disomer ), a new Histamine Antago- 
nist (submitted for publication). (2) Medical Department, 
White Laboratories, Inc. 


WHITE LABORATORIES, 
Kenilworth, 


INC. 


New Jersey 


DEXBROMPHENIRAMINE MALEATE 


sheds the molecular dross 
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New Enzyme-controlled 
antifungal therapy to meet 
the growing challenge of 


Vaginitis 


IN PREGNANCY / IN DIABETES / AFTER ANTIBIOTIC THERAPY-Today, monilial 
vaginitis is estimated to be a problem in at least 33 per cent of pregnant women 
and about 10 per cent of nonpregnant females'—a rapidly increasing incidence 
attributed partly to the widespread use of antibiotics. 


“Vanay” Vaginal Cream broadens the scope of specific therapy: (1) ‘Vanay” 
insures a continuous therapeutic fungistatic effect without danger of local reaction; 
(2) in addition, ‘““Vanay”’ restores and maintains a physiologic pH and normal 
vaginal flora—reducing risk of reinfection. 


Effective response: Treatment was notably effective in moniliasis, as confirmed 
by symptomatic relief and post-treatment smears, Assali reports.2 Marked clinical 
improvement was also noted in 154 of 206 patients, and in some cases symptoms 
subsided within a week of therapy.3 


Other advantages: No monilial resistance demonstrated* / prolonged duration 
of activity* / nonsensitizing / nonirritating / nonstaining / odorless. 


Cream 


BRAND OF TRIACETIN IN NONLIQUEFYING BASE 


Indications: specific in monilial 


UNIQUE ENZYME-CONTROLLED FUNGISTASIS WITHOUT IRRITATION®* Vaginitis...adjunctive in tricho- 
moniasis ... also valuable in non- 


Esterase in and specific vaginitis where an acid 
causes reicase o ree atty act rom . 
7s pH must be restored and main- 


tained. 


Usual Dosage: 2to4 grams daily. 


Supplied: No. 204-250 mg. Glyc- 
eryl triacetate per gram in a non- 
liquefying base. Combination 
package: 1% oz. tube with 15 dis- 
posable applicators. 


References: 1. Idson, B.: Drug & Cos- 
metic Industry 84:30 (Jan.) 1959. 
2. Assali, N. S.: Personal communica- 
tion. 3. Combined results of 18 clinical 
investigators, Medical Records, Ayerst 
Laboratories. 4. Kubista, R. A., and 
Derse, P. H.: Antibiotics & Chemo- 
therapy, to be published. 5. Knight, 
S. G.: J. Invest. Dermat. 28 :363 
(May) 1957. 6. Knight, S. G.: Anti- 
biotics & Chemotherapy 7:172 
(Apr.) 1957. 


ZONE OF 
CONTINUOUS ACTIVITY 


Esterase activity decreases and limits rate of release 


of free fatty acid which stops short of irritation level 
30 


AYERST LABORATORIES 
New York 16, N.Y. - Montreal, Canada —— 


: 
Potent Apel Pending 


5947 
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increases; phpcess repeats 
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Acute exacerbation of contact dermatitis 


Before 


See next page 


(Courtesy of William C. Grater, M.O., Dallas, Texas) 
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After 4 Days of treatment with 
only 1 mg. g.i.d. of Decadron‘¢7 


DEXAMETHASONE 


Additional literature is available to physicians on request 


4 


‘ After / Days of treatment with 
only 1 mg. q.i.d. of Decadron<¢) 


DEXAMETHASONE 


‘ Photo 6 days following the discontinuation of therapy 
> Qo) Merck Sharp & Dohme oivision of merck & CO., Inc., PHILADELPHIA 1, PA. 


DECADRON is a trademark of Merck & Co., Inc. 


| 


INCREASE 
FULL-TERM PREGNANCIE 


TREATMEN! OF THREATENED ABORTION 
a 


Treatment of Habitual Abortion. Murphy, H. S., et2 
Presanted at Scientific Exhibit Section, American Medical As 
ciation, Atlantic City, N. J., Juae 8-12, 1959. 


ach daily dose of three Nugestoral tablets provides tFor.complete copy of 
clinical report write: 


5 mg. Progestoral® (Ethisterone), 525 mg. Ascorbic 

id, 487.5 mg. Purified Hesperidin (equiv. 600 me. 
esperidin complex), 6.0. mg. Sodium Menadione 
Bisulfite (U.S.P. equivalency), 10.5 mg. di, Aipha- 


opherol Acetate (Vitamin E). Boxes of 30 and 100. ORGANON INC., ORANGE, NEW JERS 
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THE 
ACID VAGINAL DOUCHE 
BUFFERED 


TO 
AN ACID pH 


Mildly astringent 


soothing inflamed tissue 


Low surface tension 
effectively penetrating 


vaginal folds 


“Clean” refreshing odor 


assuriny patient acceptance 


Valuable adjunct in man- 
agement of monilia, tri- 
chomonss, staphylococ- 
cus and streptococcus 


vaginal infections. 


See reverse side for detail. 


MASSENGILI POWDER 


iLL NY 
Francisco 


ristol, Tennessee Mew York 
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What is a BUFFER? 


Medical dictionaries define it as a substance 
which, added to a solution, causes resistance to 
any change of hydrogen-ion concentration 


(pH) when either acid or alkali is added. 


massengill 
powder 


The BUFFERED 
acid vaginal douche 


The normal vagina has a pH of 3 to 4.5. This low pH inhibits growth of most 
pathogenic invaders. Usually, an infection will cause the pH to rise to the neutral 
or alkaline range which favors the multiplication of pathogens. 

The alkaline mucosa neutralizes a simple, unbuffered acid douche, like vinegar, 
within 30 minutes. 

In contrast, the buffered acid douche solution of Massengill Powder (pH 3.5-4.5) 
resists neutralizing. The normal, low pH is maintained for 4 to 6 hours and as long 
as 24 hours in recumbent patients. This low pH inhibits the propagation of monilia, 
trichomonas vaginalis and pathogenic bacteria. However, the beneficial Déderlein 
bacillus thrives in this pH range. 


ASSENGILL COMPANY 


Bristol, Tennessee * New York * Kansas City * San Francisco 
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FOR SKIN INTEGRITY 


NEW LIQUID ayy powperen Giaper rash...lactose (the sole carbo- 
hydrate) minimizes perianal dermatitis ...and high unsaturated fatty acid content 
reduces likelihood of eczema, ©28y for mothers — just add water 


/ fF PHARMACEUTICAL DIVISION 
350 Madison Avenue, 
New York 17 
BREMIL MULL-SOY DRYCO BETA LACTOSE KLIM 
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AND FOR THOSE WHO CAN’T “TAKE” MILK... MULL-SOY 
Sia 


Me? 


Anemic? 


Her fashion may be impeccable, but her brittle, All three contain Autrinic 
ridged fingernails may suggest incipient iron 


deficiency anemia... and a therapeutic course of ® 
ve one of the Lederle hematinics. The advantages of 
‘ these formulations in any type or phase of 
i treatable anemias—marginal, mild, or severe— d 
se include (1) less g.i. distress and greater efficiency 
of the new form of iron, ferrous fumarate; Siaciaaeiie Gaiaaehe 
(2) the unique action of AUTRINIC Intrinsic 
Factor Concentrate, permitting * ° 
consistently higher B,, uptake. \L\ IN LEMIN 
Hematinic Lederie Hematinic Lederie 
Three formulas permit dosage flexibility 
Rach capsule contains: PRONEMIA FALVIN PERIHEMIN 
1 DAILY 2 DAILY 3 DAILY + 
Vitamin By: with AUTRINIC® 2 US.P. LUSP. 2/3 USP. 
Iron (as Fumarate) 115 mg. 90 mg. 5S mg. a Division of 
Ascorbic Acid (C) 150 mg. 75 mg. 5O mg 
Folic Acid 2 me. 1 me. 0.67 mg. AMERICAN CYANAMID COMPANY, Pear! River, New York 
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. German title of nobility 
Billiard shot 

. Ceylonese monkey 

. National Foundation for 
Infantile Paralysis needs 


. Sy 
. Electric od (Abbr.) 
. Roaster 
. Landed proprietor 
. Moist 
. Tooth (Comb. form) 
. Foreskin (PI.) 
. Attractive by reason of 
daintiness 
. Aromatic hydrocarbon 
radical 
. What polio vaccine 
produces 
. Pertaining to pituitary 
site 
. Founder of the NFIP 
. ——tia, joy (Lat.) 
. Liver fluke disease 
. Annamese tribes 
. ———oplegia, one-ex- 
tremity paralysis 
. Oklahoman Indian tribe 
. Showed that Eastern 
cotton rat can be given 
io 
Thomas H. —————— 
sharer of 1954 Nobel 
Prize for polio research 
. Cells directly attacked 
by polio 
. River (Tagalog) 
. Draw out and twist wool 
to polio, not un- 
common in summertime 


. Pyrexia 

. Medicinal drinks made 
from herbs 

Globulin 

. ——nthe, Gilbert and 
Sullivan operetta 
Acoudad 

.——ropia, normal re- 
fraction of the eye 

————-para, Childless 
woman 


. ———-erol, Muscle re- 
laxant 


Medical Teasers 


A challenging crossword puzzle for the physician 


(Solution on page 188a) 


8 


x 


aya 


. Separate a tissue for 


microscopic examina- 
tion 


. Search 


evaluating polio vac- 
cine trials 


. Russian foreign minister 
. Greek goddess of ven- 


geance 
Worsen 


. Blessing 
. Harvard virologist, 


sharer of 1954 Nobel 
Prize for Polio research 


. Nerve center involved 


in severest polio cases 


. Man's nickname 
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. Bodian 


and Howard 

luded that 
polio virus belonged to 
3 types in respect to 


immunity 


. Malabar linear measure 


Pi.) 
. Roller 


Technic, 
mass production 
method of growing 
polio virus 


. Denoting renal pelvis 


(Comb. form) 
Dro 


psy 
. Caustic rod for inser- 


tion into tumor 
Hanging device 
Sum 


growths of 
liquid bacterial colony 
“Medical ——", G.P.'s 
indispensable monthly 


42. Tumorous neuroglia dis- 
ease 

43. Mature elvers 

45. Salt of sulfuric acid 

46. ——Pelvis, Pelvis minor 

47. Frederick C. 
sharer of 1954 Nobel 
Prize for polio research 

49. Leptus autumnalis 

52. Misery (Arch.) 

54. ——Mamelonne, chron- 
ically inflammed gastric 
mucosa 

55. ——+toma, mouth 

56. Hammon, a Yale's 
—showed polio to be 
as old as civilization 

57. Novel by Jane Austen 

59. Rake 

60. That one (Fr.) 

61. Man behind history's 
biggest “monkey busi- 
ness" 

64. ——encephalon, mid- 

brain 
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67 ,  & 32. Source of succus limonis 
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common denominator: a.p. 


Worlds apart — plumber, 
pediatrician, press agent, 
counterman—these people have one 
thing in common: angina pectoris. 
Each one is receiving Peritrate 

20 mg. q.i.d. as “basic therapy,” 
providing long-acting coronary 
vasodilatation for fewer, less severe 
attacks, increased exercise 
tolerance, and reduced 
nitroglycerin dependence. 


In one or another, however, 
underlying apprehensions, sudaen 
stress situations, unpredictable daily 
schedules call for “basic therapy” 
plus individualized treatment. 

Broad coverage protection tor 
each patient is afforded by a 
Peritrate formulation in terms ot 


f)daptable 

}rophylaxis 

ngina 

ectoris 


® 
Ir “basic therapy” 

for the apprehensive patient 

brand of pentaerythrito! tetranitrate Peritrate with Phenobarbital 
for congestive failure 
Peritrate with Aminophylline 
tsi a for convenient 24-hour protection 
te Peritrate Sustained Action 


PLAING, to relieve the acute attack 
Peritrate with Nitroglycerin 


MEDICAL TIMES 


a . 
: 
4 


‘The tyranny of the clock 


For many diabetics, time is a tyrant. No matter how inconvenient it may be, they must 
take their meals and injections “by the clock,” or risk extremely disquieting reactions. 

Orinase* makes it possible for you to lift this burden from most of these insulin-depend- 
ent patients. Given in conjunction with insulin, it smooths out the “peaks and valleys” 


of erratic blood sugar levels . . . “stabilizes” a surprising percentage of brittle diabetics. 
At the same time, it may enable you to reduce the insulin dosage for many insulin- 


[Up | 0 NASE 
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HYPTRA 


FOR TENSION-FREE SLEEP ALL THROUGH THE NIGHT 


DUAL RELEASE HYPNOTIC -TRANQUILIZER 


WHEN ANXIETIES CAUSE INSOMNIA—WHEN INSOMNIA 
HEIGHTENS ANXIETIES—HYPTRAN TREATS BOTH CON- 
DITIONS AND BREAKS THE PATTERN OF SLEEPLESSNESS. 


Sleep comes quick, sure and sound, 
with new Hyptran. The outer layer con- 
tains an immediate calming dosage of 
phenyltoloxamine, the mild, certain 
non-phenothiazine tranquilizer to sup- 
port short-acting secobarbital. This 
well-accepted fast-acting barbiturate 
acts directly on the higher cerebral 
levels and quickly brings needed sleep. 


Hyptran’s inner core of phenyltolox- 
amine, released later in the night, con- 
trols insomnia-causing anxieties, keeps 
them from “breaking through’’ and 
interrupting sleep. Patients awake calm 
and clear-headed, fully refreshed men- 
tally and physically. 


DOSAGE: 1-2 tablets before retiring. 
SUPPLIED: Bottles of 100 sugar-coated, 
pink tablets. IMMEDIATE RELEASE: 
Phenyltoloxamine Citrate 25 mg., Seco- 
barbital 60 mg. (warning — may be 
habit forming); DELAYED RELEASE: 
Phenyltoloxamine Citrate 75 mg. 


References: Batterman, R. C., et _al.: New York J. 
Med. 58:3821, 1958. / Harrison, T. R.: Principles of 
Internal Medicine, 3rd ed. McGraw-Hill 1958, Pg. 
1764. / DiMascio, A., et al.: Am. J. Psychiat., 115, 
301-317, 1958. / Sainz, A.: Proc. of Mohawk Valley 
Psychiatric Assn., June 17, 1957. / Fleischmajer, R., 
et al.: Antib. Med. & Clin. Therap., 5, 120-124, 1958. 
/ Hoekstra, J. B., et_al.: J. Am. Pharm. A., 42, 587- 
593, 1953. / Cronk, G. H. and Naumann, D. E.: New 
York J. Med., 55, 1465-1467, 1955. Paper in prepara- 
tion: data on 500 clinical cases available on request. 


WAMPOLE LABORATORIES, STAMFORD, CONN. 
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‘effective a 
tive and gram- negative coc 
some bacilli. It rarely pro- 
duces dermatitis and resistant strains are 
uncommon.”? “. ..penetrates the 


iy 


bacter: 


contains 1% CHLOROMYCETIN® 
(chloramphenicol, Parke-Davis), 0.5%: hydro- 


‘one acetate, and 5,000 units polymyxin 


Sulfate per Gm., Supplied in ¥s-0z. tubes. 


Perkins, 
1957. 2) and Minor Notes, 1AM 
161:1032, 1956. (3) Smith, C. H.: Eye, Ear, 
oat Month. 34-580, 1955. (4) Blakiston’s 
i ed. New 
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Methoxyp! omazine Maleate 


Positive, rapid in mild and cists 


—@- Siriking freedom. from Organic toxicity, intolerance. or 


sitivity reaction—particularly at low dosage. Greater trees! 
from induced depression of drug habituation. May be 
ful, as with other wanquilizers, to potentiate action of analgesics; 
sedatives, narcotics. Facilitates management of 
obstetric, and other hospitalized. patients. Indicated when 
more than a mild sedatiw@effeet is desired...and less than ps 
chosis is involved, B@sage range: In mild moderat cases: 
from 30 to 100 mg. daily, moderate to severe cases: 79 
500 mg. daily, 

LEDERLE A Division of AMERICAN 

CYANAMID COMPANY, Pear! River. New York 
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LEDERLE 


=... for extended office practice use 
NEW PHENOTHIAZINE COMPOUND FOR THE LOWER AND MIDDLE RANGE OF DISORDERS 
5% 
‘ 


In Coronary 
Insufficiency. . . 


ei Your high-strung angina patient 
often expends a “100-yd. dash” 
worth of cardiac reserve 
through needless excitement. 
ea Curbs emotion 
i as it boosts 
COrOnary 
blood supply 
‘A CONTROL OF EMOTIONAL 
am EXERTION with Miltrate 
ve leaves him more freedom 
for physical activity. 
wl IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 
increases his exercise tolerance. 
M It | 
l ra 
Miltown® (meprobamete) + PETN 
fs Each tablet contains: 200 mg. Miltown and 
10 mg. pentaerythritol tetranitrate. 
Supplied: Bottles of 50 tablets. 
i Usual dosage: 1 or 2 tablets q.i.d. before meals 
and at bedtime. Dosage should be individualized. 
WALLACE LABORATORIES + New Brunswick, N. J 


MEDICAL TIMES 


¢ > 
60a 
; 
J 


What’s Your Verdict? 


Edited by Ann Ledakowich, Member of the Bar of New Jersey 


| to perform an operation 
for sterilization may give rise to an action for 
malpractice. In such a case, the following se- 
quence of events was established. 

As the result of the birth of a child by a 
Caesarian section, the patient suffered an ab- 
dominal or incisional rupture and a toxic con- 
dition. Several years later when she again be- 
came pregnant she consulted the defendant 
physician. He advised that another Caesarian 
operation should be performed, that the rupture 
in the abdomen should be remedied, and that 
the Fallopian tubes should be tied and clipped. 

When the patient was ready to be delivered, 
the Caesarian operation was performed, a child 
was delivered, and the abdominal rupture 
mended. However, the Fallopian tubes were 
not tied and clipped. A second operation be- 
came necessary and was performed for this 
purpose. 

Following the second operation abscesses 
formed over the incision and the patient com- 
plained of deep seated pains in the left side. 
A vaginal examination by another physician 
revealed a mass or abscess on the left side of 
the pelvis. A third operation was performed 
to remove the abscess and remedy the pelvic 
condition. 

The attorney for the plaintiffs presents the 
argument that the defendant physician agreed 
to sterilize his patient at the time of the 
Caesarian operation; that he negligently failed 
to do so; and that due to such failure a second 
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operation became necessary. The physician 
should thus be held answerable for such an 
amount of money as to compensate the patient 
for her pain and suffering attending the second 
operation, and as to recompense the patient's 
husband for the loss of his wife’s services dur- 
ing her illness. 

At the close of the plaintiffs’ case the trial 
court directed a judgment of nonsuit and dis- 
missed the case. From this judgment the plain- 
tiffs, husband and wife, take an appeal. 

How would you decide the appeal? 


(Answer on page 250a) 
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For the best results 
from antihypertensive 
therapy: add Esidrix 


(hydrochlorothiazide cis) 


THE ANTIHYPERTENSIVE POTENTIATOR 


Potentiating Effect of Esidrix on Serpasil 
BLOOD PRESSURE mm. Hg 


Esidrix, through its unique effect on *” 223 
body salts,* provides a physiologic en- 


vironment in which antihypertensive “a 
drugs work best. Thus Esidrix, when 
added to any treatment program: ol 


systolic 


1. Safely reduces blood pressure tothe 17 
lowest levels yet achieved with oral 1 
therapy. 


158 


diastolic 


2. Often reduces blood pressure in pa-_,,, 
tients resistant to previous therapy. __,,, 


diastolic 


3. Minimizes side effects by reducing '° z 
dosage requirements ofotherdrugs. 3 
90 86 
4, Promotes diuresis in patients with ,, 
edema. 70 
Patient E.S Patient 


reserpine alone reserpine plus Esidrix (Adapted trom Maronde') 


*Esidrix is at least 10 times more active than chlorothiazide and greatly 
increases sodium and chloride excretion; however, it has no more effect on 
potassium excretion than does chlorothiazide. 
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Esidrix-Serpasil gives excellent results in hyper- 
tensive patient with tachycardia: slows heart 
rate and lowers blood pressure to within normal 
limits two weeks after therapy. 


Photo used with patient's permission. 


Esidrix-Serpasil lowers blood pressure more 
effectively: Blood pressure response is better 
with Esidrix-Serpasil combination tablets than 
with Serpasil alone—and more rapid, too. 


Esidrix-Serpasil controls complicating symp- 
toms: With its calming action, the Serpasil com- 
ponent relieves anxiety that often accompanies 
hypertension. Serpasil also slows heart rate when 
tachycardia is present, while Esidrix promotes 
diuresis in edematous patients. 


Esidrix-Serpasil reduces side effects: The po- 
tentiating effect of Esidrix on Serpasil lowers 
dosage requirements, hence with Esidrix-Serpasil 
the incidence and severity of side effects are ap- 
preciably reduced. 


Esidrix-Serpasil simplifies therapy: The single 
tablet is more convenient for your patients than 
two tablets taken separately :There’s less likeli- 
hood of skipped doses. 


SUPPLIED: Esidrix-Serpasil Combination Tablets, each 
containing 25 mg. of Esidrix and 0.1 mg. of Serpasil; bottles 
of 100. 


REFERENCE: 1. Maronde, R. F:: Clinical report to Cra. 


esiprix'™ (hydrochlorothiazide seRrastL® (reserpine 


sidrix-Serpasil 


A POTENTIATED ANTIHYPERTENSIVE 


SUMMIT, NEW JERSEY 
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WHEN THE TECHNIQUE 
CALLS FOR A DIAPHRAGM... 


a the trend is toward the 
NEW 


ovo Pan 


DIAPHRAGM worth 


Six reasons why physicians 
are recommending Koro-Flex 


nTOue, 


1. Ease of insertion, auto- 

matic placement. 

2. Reduces physician's fit- 

ting, instruction periods. 

3. Develops patients’ confi- 

dence. 

4. Folds behind pubic bone 
a with suction-like action, 
forming an effective barrier. 

5. Locks in spermicidal |u- 

bricant, delivers it directly 

under and next to the os 

uteri. 

6. Simple to remove. 


— KORO-FLEX (contouring) Diaphragm ac- 

ceptable, not only where ordinary coil- 

spring diaphragms are indicated but 

for Flat rim (Mensinga) type as well. 
Suggest the convenient-economical 

KORO-FLEX COMPACT 60-95 mm 

Feminine Clutch-style 

bag with zipper 

‘ closure. 

Diaphragm, 

tube KOROMEX 

Jelly (3 02.) 


Cream (1 
trial size). 


KORO 


CONTOURING SPRING <ARCING TYPE) 


Available in all prescription pharma- 
cies. Write for descriptive literature. 
: The coil spring diaphragm is available 

in the Koromex Compact. 


HOLLAND-RANTOS CO., INC. 


Manufacturers of KOROMEX Products 
145 Hudson Street, New York 13, N. Y. 
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patient 

mud 


LENOL® 


your § 
~  MeNeil Laboratories, Inc « Phil a 


ks 


. >the 


Mutiribon, a safe, tow-dosage antipacterial, 
Curitrols most bacterial infections seen in 


full therapeutic potential of Madribon 


genetal practice—promptly, economically, 
without the risk of tinpleasant after-cflects 


= PLUS prompt relief of acute symptoms 


In addition to Madribon (125 mg), each 
capsule contains: N-acetyl-p-aminophenol 
(120 mg), to feduce fever, relieve head- 
myeigia and other discomforts of 
disorders; Thephorin tartratc: 


first day.,2 capsules 
sate gad. thercafter 
Children first day, capsules 20 ibs. body 
weigtt; 1 capsule per 20 ibs body weight daily 
thereafter — given in singie or @oses 
Contioue therapy for days or patient 
is asympiomatic for al feast 48 hours. 


(10 mg)—a well-tolerated antihistamine — 
to relieve congestion, sneezing, tearing and 
other aliergic reactions; caffeine (30 mg), 
to allay drowsiness and fatigue, help com- 
bat that “dragged out” feeling. 


Caution: The usual precautions in sulfonamide 
therapy should be observed, including mainte- 
nance of adequate fluid intake If toxic reactions 
or blood dyscrasias occur, use of the drug svould 
be discontinued 


ROCHE 
LABORATORIES 

Division of 


Hoffmann-La Roche Inc 
Nutley 10+ N. J, 


ag. 
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In depression 


PROMPTLY IMPROVES MOOD 
without excitation 


OMPARE: 


AMINE- 
CONTROL OF | STIMULANT | SEDATIVE a a 
SYMPTOMS DRUGS DRUGS elnatrene Deprol 


——_ EFFECTIVE | NO EFFECT | EFFECTIVE EFFECTIVE 


; ADVERSE NO DIRECT 
insomnia EFFECT EFFECTIVE EFFECT EFFECTIVE 
y ADVERSE | NO DIRECT NO DIRECT eprol 
anorexia EFFECT EFFECT | EFFECTIVE EFFECT DOSAGE: 


psychomotor ADVERSE dose is 1 tablet 
EFFECTIVE EFFECT EFFECTIVE EFFECTIVE 


increased up to 


anxiety, ADVERSE ADVERSE 
irritability | EFFECT | PFFECTIVE | EFFECTIVE | tablets 


SIDE EFFECTS: “Deprol* 
COMPOSITION: 


Each light-pink, 
toxicity scored tablet 
contains 1 mg. 
agitation 2-diethylamino- 
ppeti ethy! benzilate 
ee hydrochloride 
(benactyzine HCl) 


drowsiness and 400 mg. 
meprobamate. 


depressive 
aftereffect 


Qi WALLACE LABORATORIES + New Brunswick, N. J. 
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AFTER HOURS 


Photographs with brief description of your hobby will be welcomed. A 
conversation-piece desk ornament . . . an imported, wooden (handcarved) 
physician figurine ... will be sent for each accepted contribution. 


Any spare time I have is usually 
taken up by our ponies. 

Luckily, we have enough space 
to raise horses of all sizes, shapes 
and colors. Our home is about one 
mile from my office, and overlooks 
the famous Oregon Trail landmark, 
Mitchell Pass. 

This hobby has been wonderful 
for the whole family. Our children 
drive and ride the ponies and we 
all helped train them. 

Raising horses is certainly a great 
way to forget about the stress and 
strain of a general practice. How- 
ever, I’m sorry to say, I can’t very 


Dr. Wiley proudly shows off two ; 
new additions to his herd. (Below) well recommend it to my fellow 


The beautiful palomino stallion practitioners in the city! 

looks over his latest “crop.” S. P. Witey, M.D. 
Mitchell Pass can be seen in the Gering, Nebraska 
background. 


=a 
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On the treadmill of obesity, the physician reads danger 
signs in commonly mistaken efforts to reduce .. . when 
so often the safe solution is reduced caloric intake 

in a properly balanced diet. 


PET Instant Nonfat Dry Milk makes a valuable 
contribution to the reducing diet by helping to maintain 
high nourishment levels with minimal addition of calories. 


Virtually fat-free ... with half the calories of whole milk, 
PET Instant is delicious as a beverage. Used in cooking, 
it reduces calorie content and helps make a low-fat 

diet more varied, more enjoyable. It even whips! 


Here is concentrated milk nourishment, in a convenient 
form . . . it dissolves almost at the touch of water. 


36.6% Protein (in dry form ) 
All the calcium and almost at the touch of water 
B-vitamins of whole milk 

without the fat 


Instantized so it dissolves 


© 1959 


—PET MILK COMPANY ST-~-LOUIS 
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4 WHEN ITS A CASE OF DO OR DIET 
— 
INSTANT 
NONFAT DRY MILK 
NEW! 
DISSOLVES 


N THE GURFACTANT LAXATIVE 


Acting on a surfactant-softened feca! mass, Doxidan gently stimulates a 
weakened bowel musculature to norma! intestinal action. Defecation is as gentic 
as possible, free from strain or pain; thus Doxidan is valuable in cardiovascular 
and other geriatric conditions. No bowel distention or fear of impaction— 

nc oily leakage or interference with essential vitamin absorption. Because 
there is no rebound constipation, there is a greatly reduced tendenc) 

towards laxative dependency. 


For children age 6 to 12, one 


DOSAGE: For adulix and children over 12. one or two «upeules 
capsule. Administered at bedtime for 2 or 5 days or until bows 


TRevements are normal 


‘ tor laxative results without laxative harshness 
in geriatrigy DY: 
constipation 
@ 


and: tunchtime comes at three 
in #eople whose dietary habits are pov one cap- 
daily supplies therapeutic doses of nine important 
vitamins together with significant quantitic 


“Deformity in rheumatoid arthritis 
develops in two stages. The most 
obvious is joint destruction. 

But even earlier... 
- muscle spasm...has insidiously 


started to lead to deformity.” 


in rheumatoid arthritis... 


PARAFON 


with PREDNISOLONE 


provides spasmolytic, 
anti-inflammatory, and 
analgesic action 


dosage: One to two tablets three or four times a day. 
supplied: Tablets, scored, buff colored, bottles 
of 36. Each tablet contains PaRAFLex® Chlorzoxazonet 
125 mg.; TyLENoL® Acetaminophen 300 mg.; and 
Prednisolone 1.0 mg. 
precautions: The precautions and contraindications 
that apply to all steroids should be kept in mind 
when prescribing PARAFON WITH PREDNISOLONE. 


1. Swanson, J. N.: Canad. M. A. J. 79:638 (Oct. 15) 1958. 
McNEIL}) 
McNett Lasoratories, Inc $2, Pa, 
“Irade-mark Patent Pending aesase 
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WHEN COUGH MUST BE STOPPED 


Combines the antitussive potency of codeine with the safety of a placebo.' 


Raises the cough-reflex threshold promptly (15-30 minutes) for as long 
as six hours without side effects, without narcotic complications.’ 

Three useful dosage forms: Syrup, butterscotch flavored, 15 mg per 5 cc 
—bottles of 4 oz, 16 oz and 1 gal. Tablets, sugar coated, 15 mg—packages 
of 20, 100 and 500. Expectorant, fruit flavored, 15 mg of Romilar and 
90 mg of ammonium chloride per 5 cc—bottles of 16 oz and 1 gal. 


References: (1) L. J. Cass, W. S. Frederik and J. B. Andosca, Am. J. M. Sc. 227:291, 1954. 
(2) N. Ralph, Am. J. M. Sc. 227:297, 1954. (3) L. J. Cass and W. S. Frederik, New England 
J. Med. 249:132, 1953. (4) H. Isbell and H. F. Fraser, J. Pharmacol. & Exper. Therap. 107:524, 
1953. (5) New and Nonofficial Drugs 1959, Philadelphia, J. B. Lippincott Company, 1959, 
p. 326. (6) H. A. Bickerman, E. German, B. M. Cohen and S. E. Itkin, Am. J. M. Sc. 


234:191, 1957. 
Romilar® Hydrobromide—brand of dextromethorphan hydrobromide 


Romilar 


the specific non-narcotic antitussive with prompt, prolonged action 
fe 


ROCHE LAsoraronrics « Division of Hoffmann-La Roche Inc « Nutley 10, N. J. (oie 
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WHEN COUGH IS A PART OF THE COLD COMPLEX 


CONTROLS COUGH .. .with Romilar, 15 mg* 

COMBATS ALLERGIC MANIFESTATIONS... with chiorpheniramine maleate, 
1.25 mg* 

REDUCES NASAL AND BRONCHIAL CONGESTION ... with phenylephrine 
hydrochloride, 5 mg* 

RELIEVES HEADACHE AND MYALGIA, REDUCES FEVER... with N-acetyl-p- 
aminophenol, 120 mg* 

Two convenient dosage forms: Syrup, bottles of 16 oz and 1 gal. Capsules, bottles of 100. 
*In each 5 cc of syrup and in each capsule. 

Romilar® Hydrobromide—brand of dextromethorphan hydrobromide 


Romilar 


a complete treatment for cough and other cold symptoms 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc + Nutley 10,N.J. + 
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Emergency! 


Phones are left to dangle when an acutely agitated 
patient creates an emergency situation. 

The patient? Perhaps suffering postalcoholic 
syndrome—delirium tremens, for example. Or, a 
cardiac with intractable hiccups. Again, the pa- 
tient might be a severely vomiting primigravida. 

With SPARINE you are prepared for almost any 
crisis—psychic or physical. SPARINE helps control 
apprehension and agitation, nausea and vomiting, 
hiccups. It modifies reaction to pain and potenti- 
ates analgesics. 


HY DROCHLORIDE | 
Promazine Hydrochloride, Wyeth Bijeth | 


INJECTION TABLETS SYRUP 1, Pa 
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Who Is This Doctor? 


Identify the famous physician from clues in this brief biography 


B... in Washington, D. C., on Nov. 5, 1870, he was 
educated at Dickinson College, taught Latin and Greek, was gradu- 
ated from law school and served as a Treasury Department auditor 
for Puerto Rico before he entered the medical profession. 

He received his B.A. from Johns Hopkins in 1890 and his M.D. 
from Georgetown University Medical School in 1893. While study- 
ing medicine at Georgetown, he entered the Surgeon General’s Library 
in Washington as a clerk. He was to become ,this nation’s foremost 
medical librarian and the author of probably the most widely read 
medical history in the English language. 

He soon became assistant librarian at the Surgeon General's 
Library, a post he held for 40 years, interrupted by 2 years service 
with the Army in the Philippines. In this long career he became 
editor both of the Index-Catalogue of the Surgeon General's Library 
and the Index Medicus, the two major indices to the medical literature 
at the time. From this experience and with the gift of an exception- 
ally retentive memory, he was the unchallenged authority in the field 
of medical literature. He left his Washington position to become 
Librarian at Johns Hopkins Institute of Medical History in 1930. 

His Introduction to the History of Medicine, which appeared first 
in 1913 and has gone into five editions, is generally considered to be 
the foremost text on medical history. 

His Revised Students’ Checklist of Texts Illustrating the History 
of Medicine, 1933, was revised and re-issued in 1943 as A Medical 
Bibliography. It is a list of 5506 classic writings in medical literature. 

From 1906 until his death 30 years later he wrote monographs and 
articles on medical history, bibliography and biography, medicine in 
literature, military medicine, popular science and music. 

He was a linguist, a mathematician and a musician. He was com- 
pletely familiar with ancient and modern literature. 

He was a Lieutenant in the Army Medical Reserve Corps when 
it was organized and rose to Colonel. He was a graduate in 1929 
of the Medical Field Service School at Carlisle Barracks, Pa. 

He died April 18, 1935, and was buried at Arlington National 
Cemetery with full military honors. Answer on page 250a. 
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DYSENTERIES seus 


Pectin has been the key therapeutic ingredient of 
pharmaceutical specialties used specifically for the 
treatment of diarrheas, dysenteries and other intes- 
tinal disorders. As early as 1933, the detoxicating 
effect of Pectin was attributed to its galacturonic ‘ 
acid content. 


PECTIN@IN THE NAME IS NOT ENOUGH 


Adequate dosage is essential. It is the galacturonic acid intake (2 to 4 grams of 
Pectin N.F. per day) that determines the effectiveness. In many instances the 
1 use of relatively inert adsorbent fillers has limited the amount of the therapeutic 
i. detoxicant, PECTIN, in the formulation to an inadequate dosage. 
bet 
< Exchange Brand Pectin N.F. 


Increases bulk and fluid retention of upper intestinal 
contents and imparts a smooth, gelatinous consist- 
ency * Lubricates the intestinal wall + Promotes 
normal peristalsis without mechanical irritation + 
Reduces intestinal pH «+ Inhibits growth of many 
putrefactive and otherwise undesirable micro- 
organisms in the intestines without affecting normal 
flora + Promotes assimilation of essential nutrients 
* Helps to conjugate and eliminate toxins * Reduces 
toxic side effects of therapeutic agents. 


Exchange Brand Citrus Pectin and 
Pectin derivatives widely used in 
therapeutic specialties include: P 
PECTIN N.F. * POLYGALACTURONIC ACID * PECTIN 
CELLULOSE COMPLEX * GALACTURONIC ACID * These 
are available to the medical profession in specialties 
of leading pharmaceutical manufacturers. 


Sunkist Growers 


PRODUCTS SALES DEPARTMENT 
PHARMACEUTICAL DIVISION 
ONTARIO, CALIFORNIA 
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the challenge of chronicity 
in genitourinary tract infections 


“Aside from the disturbing increase in emergence of antibiotic resist- 
ant bacterial strains, perhaps the most challenging dilermma con- 
fronting thoughtful physicians teday is the problem of chronic 
infection of the genitourinary tract.”* 


to control the chronic case 


brand of nitrofurantoin 


“may be used for protracted periods for the suppression of pection 
in the urinary tract, even in the presence of probable o 


w Rapidly bactericidal against a wide range. 
of gram-positive and gram-negative bacteria 
including organisms such as staphylococci, 
Proteus and certain strains of Pseudomonas, 
resistant to other agents 
uw Development of bacterial resistance has 
not been a problem in over 7 years of exten- 
sive clinical use 
w No cross-resistance or cross-sensitization 
with other drugs since FURADANTIN, a syn- 
; thetic nitrofuran, is unrelated chemically to 
any other class of antimicrobial drugs , 
w Excellent tolerance—no toxic effects a 
kidneys, liver or blood-forming organs a 
ever been reported 
“The drug was given continuo 
safely for as long as three years.” * 
Available as Tablets, 50 and 100 mg.gOral 


Suspension, 25 mg. per 5 cc. tsp. 
References: 1. Lipscomb, H., et al.: South. M. J. 
1959. 2. Jawetz, E., et al.: A.M.A. Arch. Int. M. 100 

1957. 3. Lippman, R. W., et al.: J. Urol., Balt. 80:77, 1958, 


NITROFURANS —a unique class of antimicrobials— 
4 neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 
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NOW SHE 
CAN COOK 
BREAKFAST 
AGAIN 


...» WHEN YOU PRESCRIBE 


A new drug with specific effectiveness in nausea 
and vomiting of pregnancy, Mornidine elimi- 
nates the ordeal of morning sickness. 

With its selective action on the vomiting cen- 
ter, or the medullary chemoreceptor “trigger 
zone,” Mornidine possesses the advantages of 
the phenothiazine drugs without unwanted 
tranquilizing activity. 

Doses of 5 to 10 mg., repeated at intervals of 


(BRAND OF PIPAMAZINE) 


six to eight hours, provide excellent relief all 
day. In patients who are unable to retain oral 
medication when first seen, Mornidine may be 
administered intramuscularly in doses of 5 mg. 
(1 ce.). 

Mornidine is supplied as tablets of 5 mg. and 
as ampuls of 5 mg. (1 cc.). 

G. D.Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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MODERN MEDICINALS 


These brief résumés of essential information on the newer medicinals, which 
are not yet listed in the various reference books, can be pasted on file cards 
and a record kept. This file can be kept by the physician for ready reference. 


Actasal Pediatric Drops, The Purdue Frederick waxed, oil-soluble keratin-moisturizing frac- 


Co., New York, New York. Cherry flavored 
liquid, each 0.6 ml. of which contains 104.5 
mg. choline salicylate (equivalent in salicy- 
late content to 1% grains aspirin). A true 
salicylate indicated for infants and children 
who cannot and will not accept tablets. Dose: 
As directed by physician. Sup: Calibrated 
dropper bottle of 60 cc. 


Actol, The S. E. Massengill Co., Bristol, Ten- 
nessee. Liquid, each 5 cc. (teaspoonful) of 
which contains: 65 mg. neomycin sulfate 
USP and 5000 units polymyxin B sulfate 
USP. A bactericide, indicated for use against 
gram-positive and gram-negative organisms 
specifically associated with intestinal infec- 
tions. Dose: Adults, 3 or 4 teaspoonfuls 
three times daily. Children over four years 
of age, 1 to 2 teaspoonfuls three times daily. 
Children under four, 1 teaspoonful three 
times daily. Sup: Bottles of 1 pt. 


Alpha Chymar, Armour Pharmaceutical Co., 
Chicago, Illinois. Lyophilized form of 
crystallized alpha chymotrypsin. Instilled in 
the eye to soften or dissolve the zonule fibers 
of the lens of the eye, making extraction of 
the lense more easy in cataract surgery. Sup: 
Vial of 5 cc. with 10 cc. vial of diluent. 


Alpha-Keri, Westwood Pharmaceuticals, Buf- 
falo, New York. Bath oil containing a de- 
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tion of lanolin, mineral oil, and a nonionic 
emulsifier. Indicated for use when bathing 
to lubricate skin, relieve itching and restore 
the protective action of lost skin lipids. Sup: 
Bottles of 8 oz. 


Altafur, Eaton Laboratories, division of Nor- 


wich Pharmacal Co., Norwich, New York. 
Chartreuse tablets containing either 50 mg. 
or 250 mg. furaltadone. Indicated for 
treatment of a variety of bacterial infections 
caused by certain gram-negative and gram- 
positive organisms, including pneumonia, 
septicemia, wound infections, and osteomy- 
elitis. Dose: Average for adults, 250 mg. 
tablet q.i.d. with each meal and at bedtime. 
Children, as directed by physician. Sup: 
Either size in bottles of 20 and 100. 


Altara-Cort Gell 4%, Dome Chemicals Inc., 


New York, New York. Stable combination 
of allantoin and tar in a specially formu- 
lated Ringer’s solution-colloidal soybean 
complex gell with 2.5 mg. per Gram hydro- 
cortisone alcohol. Indicated for psoriasis in- 
terlaced with inflammation. Use: As directed 
by physician. Sup: Jars of 4 oz. 


Bronkotabs, George A. Breon & So., New 


York, New York. Tablets, each containing 
100 mg. theophylline, 24 mg. ephedrine sul- 
Continued on page 86a 
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FROM MARKED IMPROVEMENT | ~ 
to COMPLETE CONTROL 
of GRAND MAL SEIZURES 


margin of safety | 
CLINICAL EVALUATION OF 486 
EPILEPTIC PATIENTS* SHOWED THAT: 


In patients who had received no previous 
anticonvulsant medication, 
“Mysoline” therapy alone provided marked 
improvement to complete control of major motor 
attacks in the majority of patients. 


In patients only partially controiled with maximum 
dosages of other anticonvulsanis, 
the addition of “Mysoline” therapy was followed by 
marked improvement to complete control of grand 
mal attacks in 39% of the patients. 


In patients refractory to maximum dosages 
of other anticonvulsants, 
“Mysoline” employed alone provided marked 
improvement to complete control of major motor 
attacks in 34% of the patients. 


In 39 patients with mixed seizures, 

“Mysoline” provided improvement to marked control 

in 49% of the patients. . 

The dramatic results obtained with “Mysoline” advocate 
its use as first choice of effective and safe therapy 
in the control of grand mal and psychomotor attacks. 4 
Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
Literature on request. 


*Livingston, S., and Petersen, D.: New England J. Med. 254:327 
(Feb. 16) 1956. 


AYERST LABORATORIES 


Montreal, Canada 


New York 16, N. Y. 


“Mysoline” is available in the United States by arrangement with Imperial Chemical Industries, Ltd. 
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remarkable lack of side effects 


In more than 3,000 carefully-followed patients, Mellaril has been 
almost completely free of such major side effects as jaundice, 

extrapyramidal symptoms, Parkinsonism, blood dyscrasia, dermatitis 
even when given in quantities far in excess of the usual dosage. 


“POVERTY” OF SIDE EFFECTS 

“The most striking aspect of thioridazine [Mellaril] 
therapy is the poverty of side effects....In its lack of 
side effects and low toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason also it is well 
tolerated by patients, particularly those who are not 
hospitalized and who frequently discontinue their medi- 
cation because of dizziness, sleepiness, increased tension 
or parkinsonism with other drugs.” * 


NEGLIGIBLE SIDE EFFECTS 

“Side effects were negligible at all dosage levels: no 
incidence of parkinsonism or other extrapyramidal 
symptoms. Minimal sedation, on the whole lower than 
with other tranquilizing agents. No alteration in liver 
function, urine or blood. No photosensitivity. Patient 
acceptability was exceptional: lack of drowsiness, leth- 
argy or ‘washed out’ feeling, permitted patients to carry 
on normal everyday activities. Orthostatic hypotension 
was absent. The initial ‘keyed up’ tense feeling common 
to other drugs of this type was absent. ... Patients forced 
to interrupt treatment with other phenothiazine deriva- 
tives because of parkinsonism or other extrapyramidal 
symptoms were able to continue therapy with thiorida- 
zine without appearance of parkinsonism.” * 


SINGULARLY FREE OF SIDE EFFECTS 
“The extrapyramidal syndrome was not encountered in 


any of its forms. Dizziness and sleepiness responded to a 
reduction in dosage. Other side effects did not occur.... 
It is singularly free from the side effects ordinarily seen 
with these [phenothiazine] compounds.”* 


ABSENCE OF SIGNIFICANT SIDE EFFECTS 
“None of the following toxic effects, so common after 
administration of the phenothiazines, was present during 
the period of Thioridazine administration: Parkinson- 
ism or Parkinson-like symptoms, photosensitivity, ortho- 
static hypotension, bone-marrow depression.” ! 


MINIMAL SIDE EFFECTS 

“Side effects such as extrapyramidal activity, jaundice 
and photosensitivity have not been observed in patients 
treated with Thioridazine [Mellaril]. Extrapyramidal 
side effects produced by other phenothiazines have 
disappeared promptly with no deterioration in the be- 
havioral response when these patients have been shifted 
to Thioridazine.”® 


NO JAUNDICE 

“No allergic reactions were observed such as skin erup- 
tions, jaundice or agranulocytosis. Central nervous 
system toxicity, as manifested by extrapyramidal effects, 
seizures, and excitement did not occur despite the use 


of high doses (up to 2000 mg.) of the drug.”® 
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a new advance in tranquilization: 
greater specificity of tranquilizing action plus fewer side effects 


s 
Of 109 phenothiazines synthesized by Sandoz, Mellaril was 
selected as the most promising on the basis of extensive evalu 
N *HC! 


ation. The presence of a thiomethyl radical (S-CH in the 
position conventionally occupied by a halogen in other pheno 
thiazines is unique and could be responsible for the relative 


absence of side effects and greater specificity of psychothera 


peutic action. This is shown clinically by 


1 A specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. This 


MELLARIL is evidenced by a lack of appreciable anti-emetic effect. 


PSYCHIC RELAXATION 


DAMPENING OF 
SYMPATHETIC AND 
PARASYMPATHETIC ittle effect on blood pressure 
NERVOUS SYSTEM nd temperature regulation 


inimal suppression of vomiting 


v 

2 Less “spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


A notable absence of extrapyramidal stimulation. 
Psychic relaxation 


Dampenitay Lack of impairment of patient’s normal drive and energy, 


sympathetic and f 
parasympathetie pening of blood pressure while achieving psychomotor control in 


nervous system temperature regulation ° . 
mental and emotional disorders. 


ng suppression of vomiting 


other Virtual freedom from toxic effects — jaundice, 
photosensitivity, skin eruptions, disturbed body 
temperature regulation, blood forming disorders have been 


absent in reports currently available. 


These properties add up to a greater margin of safety in general office practice, 
in ambulatory psychiatric out-patient clinics, and in hospitalized patients. 
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excellent clinical response 


In office practice and in hospitalized patients, Mellaril has proved 
highly useful for a wide variety of major and minor emotional 
disorders (such as anxiety, tension, apprehension, alcoholism, 
agitated psychoneurosis, agitated psychotic states, etc.). 


EXTREMELY SATISFACTORY “.. . produced extremely satisfactory results 


in the broad therapeutic range represented in this series.” * 


POTENT AGENT “... appears to be a potent agent in the symptomatic 


management of a variety of psychiatric states.” * 


MAJOR ADDITION TO THERAPEUTICS “This drug appears to represent a 
major addition to the safe and effective treatment of a wide range of psychological 


disturbances seen daily in the clinics or by the general practitioner. 


AN ACTIVE AGENT “Thioridazine is an active therapeutic agent. . . . 

It is effective in a variety of psychiatric disorders, including schizophrenic 
reactions. .. . The drug is particularly advantageous for a group of schizophrenic 
patients who are sometimes made worse by other phenothiazine 

derivatives or Rauwolfia alkaloids. It should also be suitable for treating patients 


with psychoneuroses and chronic brain syndrome.” ® 


EVEN IN VERY SEVERE CASES “(Of the 152 patients treated 25 have been 
released and they have not suffered a relapse. This proportion is significant 
if we stop to consider that we are dealing only with acute cases which had been 


considered hopeless and obviously destined to finish their days in an asylum.”* 


EXCELLENT THERAPEUTIC RESPONSE “Patients with emotional 
tensions resulting from the stress and strain of life... were treated with 
Mellaril at the dosage level of 10 mg. three times daily. 

In 94 such patients, 83 obtained an excellent therapeutic response.” * 
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. extremely satisfactory results. 
in a Clinical spectrum ranging from 
minor nervous disorders to 
severe psychotic disturbances: 


RESULTS WITH MELLARIL IN 194 PATIENTS® 


ACUTE PSYCHOTICS 


Some cases had complete re- 
mission of symptoms. Most 
were able to return home to 
useful occupations 


CHRONIC PSYCHOTICS 


Relief of symptoms in cases 
permitted easier management 
and a return to a more or less 
useful life 


NEUROTICS 


Some cases, complete relief of 
symptoms. Other cases, partial 
relief of symptoms 


RESULTS WITH MELLARIL IN PATIENTS PREVIOUSLY TREATED WITH OTHER TRANQUILIZERS® 


DIAGNOSTIC CATEGORY 


VERY 
IMPROVED SATISFACTORY 


% % 


SATISFACTORY UNSATISFACTORY 
% % 


7OPHRENIA 
Acute 
Chronic paranoid 
Chronic, other 
Residual 


CHRONIC BRAIN SYNDROME 
CHRONIC PSYCHONEUROSIS 


{OSOMATK 


tr 
* 
| | 
83% satisfactory effect 68% satisfactory effect 17% satisfactory effect , 
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89 61 28 1" 7 
84.2 31.6 52.6 15.8 
73.9 21.7 52.2 26.1 
57.1 9.5 47.6 42.9 
. 62.5 12.5 50 37.5 
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DISORDERS 75 25 50 25 


Dosage ranges from 10 mg. three or four times a day in 
milder situations to 25 mg. three or four times a day 
for more disturbed patients. In ambulatory psychiatric 
out-patients, dosages of 50 to 100 mg. three or four 
times a day have been found adequate. For severely dis- 


a guide to administration and dosage 


turbed hospitalized psychotics, dosages of 200 to 300 
mg. three times a day may be administered. 

Dosage must be individualized according to the condi- 
tion and degree of response. In all cases, the smallest 
effective dosage should be determined for each patient. 


INDICATION USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 
ADULTS 

Mental and Emotional Disturbances: 
MILD — where anxiety, apprehension 
and tension are present 10 mg. t.i.d. 20-60 mg. . 
MODERATE — where agitation exists 
in psychoneurosis, alcoholism, 
intractable pain, senility, etc. 25 mg. tid. 50-200 mg. 
SEVERE —in agitated psychotic 
states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 

Ambulatory 100 mg. tid. 200-400 mg. 

Hospitalized 100 mg. t.i.d. 200-800 ma. 

CHILDREN 

BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 


PRECAUTIONS: Although possessing a unique structure 
and a selectivity of action which broadens its therapeutic 
ratio, the physician should be alert to the possibility of 
untoward reactions in certain susceptible individuals. In 


SUPPLIED: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. Bottles of 100. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 2. Kinross-Wright, V. J.: Lecture, Clinical 
Meeting, American Medical Association, Minneapolis, Dec. 4, 1958. 3. Kinross-Wright, V. J.: Scientific Exhibit, Clinical Meeting, American Medical Associ- 
ation, Minneapolis, Dec. 2-5, 1958. 4. Cohen, S.: TP-21, a new phenothiazine, Am. J. Psychiat. 115:358, Oct. 1958. 5. Glueck, B.: Scientific Exhibit, American 
Psychiatric Association, Philadelphia, April 27-May 1, 1959. 6. Hollister, L. E., 
Psychiatry, San Francisco, Feb. 25, 1959. 7. Remy, M.: Schweiz. med. Wehnschr. 88:1221, Nov. 29, 1958. 8. Freed, S. C., in discussion on Thioridazine (Mellaril) 
in Psychiatric Patients, Hollister, L. E., and Macdonald, B. F., presented at California Medical Association; Section on "Psychiatry, San Francisco, Feb. 25, 1959 


¢ controls neurotic and psychotic patients with anxiety, apprehension, nervous tension 


e virtual absence of jaundice. parkinsonism, photosensitivity. dermatitis 


e minimal sedation and drowsiness 


e does not mask organic conditions such 


hbe« iuse of lack ot anti-emetic action 


e increased specificity of action results in 


Mellaril 


THIORIDAZINE 


specific. effective 


as brain tumors, intestinal obstruction. ete.. 


vreater safety at all dosage levels 


particular, he should watch for potential hemopoietic 
depression, jaundice or orthostatic hypotension. As with 
other phenothiazines, Mellaril is contraindicated in 
severely depressed or comatose states from any cause. 


and Macdonald, B. F.: Presented at California Medical Association; Section on 
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highlights of a nationwide survey 


A REPORT 
ON THE TREATMENT IN PRIVATE PRACTICE 
OF 2,274 PATIENTS 


WITH ALLERGIC DISORDERS 


= 


RESULTS OF ANERGEX THERAPY BY 


202 PHYSICIANS IN PRIVATE PRACTICE 


no. of 
disease classification patients 
treated 


allergic rhinitis: 


perennial 


spring 


fall 


spring & fall 


extrinsic asthma 


food allergy 


contact dermatitis 


other 


These results were obtained following a single short course of injections 


Compiled from questionnaires sent to practicing physicians in communities of various sizes throughout the 
country, who were asked to indicate the number of patients they had treated, and to classify the results as 
Excellent, Good, Fair, or Unimproved. 


492 196 176 67 53 
| P| 209 80 85 31 13 
aes = 248 87 114 35 12 
3 Ps 198 73 77 19 29 
77% 
es 492 175 178 68 71 
72% 
eczema 260 119 71 42 28 | 
| 173 85 42 13 33 
73% 
73% 
+ — 45 1 12 
17 15 
71% 
886 820 299 269 
75% 


THE NEW CONCEPT FOR THE TREATMENT OF ALLERGIC DISEASES 


ANERGEX minimizes or abolishes allergic re- 
actions with a single short course of injections 
of 1 ml. daily for 6-8 days. 


ANERGEX is non-specific; it provides relief 
regardless of the offending allergen or the symp- 


toms present. 


ANERGEX provides prolonged protection. The 
non-reactive state, or anergy, is usually main- 
tained for months after the initial course of 


treatment; this can be prolonged by occasional 


booster doses, if necessary. 


the new injectable for inhibiting the allergic response 


what it is: A specially prepared botanical extract obtained from the Toxicodendron quercifolium plant which has a 
non-specific action and inhibits a wide variety of allergic responses. It is not an antihistamine affording merely tem- 
porary relief, nor is it a substance which neutralizes or blocks the action of a single allergen only. 
administration: Adult dose, 1 ml. intramuscularly daily for 6-8 days. Anergex appears to be more effective when 
given during exposure to reasonable amounts of the offending allergen. 
advantages: Anergex eliminates skin testing, long drawn-out desensitization procedures, and special diets. No systemic 
reactions have been reported. 
what it’s for: Seasonal allergic rhinitis—hay fever, rose fever, pollinosis. 

Von-seasonal allergic rhinitis—dust, dander, molds and other inhalants. 

Extrinsic asthma —foods, inhalants, dust, dander, pollen. 

Asthmatic bronchitis—so common in children. 

Eczema —especially in infants and children. 


Food sensitivity—manifested by indigestion, nausea, vomiting, diarrhea, eczema, asthma, or rhinitis. 


available: Multiple-dose vials containing 8 ml.—one average treatment course. 


REPRINTS AND LITERATURE AVAILABLE 
MULFORD COLLOID LABORATORIES, 38th and Ludlow Streets, Philadelphia 4, Penna. 


*Trademark Reg. U.S. Pat. Office Patent Applied For 
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fate, 10 mg. thenyldiamine HC1, 100 mg. 
glyceryl guaiacolate, and 8 mg. phenobar- 
bital. Indicated for prevention or relief of 
bronchial asthma, asthmatic bronchitis, 
chronic bronchitis with emphysema, emphy- 
sematous bronchospasm. Dose: Adults, 1 
tablet every three or four hours, 4 or 5 
times daily. Children over 6, half adult dose. 
Sup: Bottles of 100. 


Calurin, Smith-Dorsey Division, The Wander 
Company, Lincoln, Nebraska. Freely solu- 
ble, stabilized calcium aspirin for use wher- 
ever aspirin is indicated, especially in pa- 
tients on long-term, high-dosage therapy as 
in arthritis. Dose: For relief of pain and 
fever, the usual adult dose is 1 to 3 tablets 
every 4 hours; in arthritic states, 2 or 3 
tablets 3 or 4 times daily; in rheumatic fever, 
3 to 5 tablets 4 or 5 times daily; children 
6 to 12, one tablet, and children 3 to 6, one- 
half to one tablet every 4 hours. Sup: 
Capsule-shaped tablets in bottles of 100. 


Carbo-Cort Creme '%4%, Dome Chemicals 
Inc., New York, New York. Micronized hy- 
drocortisone alcohol 2.5 mg. per Gram, so- 
lution coal tar 3% in Acid Mantle vehicle. 
Indicated for eczemas. Use: As directed by 
physician. Sup: Tubes of 1 oz. and jars of 
4 oz. 


Casakol, The Upjohn Company, Kalamazoo, 
Michigan. Each capsule or 5 cc. of syrup 
contains 250 mg. poloxalkol and 30 mg. 
active constituent of cascara sagrada. Indi- 
cated to provide day-by-day relief of con- 
Stipation with virtual absence of side effects. 
Dose: Adults, 1 or 2 capsules, or 1 or 2 
teaspoonfuls of syrup at bedtime. Moder- 
ately severe constipation, 2 or 3. Children, 
as directed by physician. 
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Chymar Buccal, Armour Pharmaceutical Com- 
pany, a division of Armour & Company, 
Kankakee, Illinois. Tablets, each contain- 
ing 10,000 Armour units chymotrypsin. In- 
dicated to promote faster healing through 
control of inflammation, swelling and pain 
—in all types of inflammatory conditions 
ranging from acne and tonsillitis to gastric 
ulcers and pelvic inflammatory disease. 
Dose: As directed by physician. Sup: Bot- 
tles of 24. 


Combistix Reagent Strips, Ames Company, 
Inc., Elkhart, Indiana. Dip and read test 
for the simultaneous determination of urinary 
protein, glucose and pH. Test areas are 
separated by water-impervious barriers. Sup: 
Bottles of 125 strips. 


Desitin HC Hemorrhoidal Suppositories, Desi- 
tin Chemical Company, Providence, Rhode 
Island. Each contains 10 mg. hydrocorti- 
sone, Norwegian cod liver oil, lanolin, zinc 
oxide, bismuth subgallate and balsam peru 
in a cocoa butter base. Indicated to allevi- 
ate inflammation, itching, edema, pain and 
allergic symptoms and to promote healing 
in severe, acute and chronic inflammatory 
internal hemorrhoids, proctitis, cryptitis, etc. 
Use: One suppository twice a day up to six 
days or as required. Sup: Boxes of 12. 


Digolase, Boyle & Company, Bell Gardens, 
California. Capsules, each containing 300 
mg. pancreatin NF, 7.5 mg. amylase, 3 mg. 
proteinase, 25 mg. dehydrocholic acid USP, 
and 10 mg. polysorbate 80 USP. Indicated 
for use in digestive enzyme deficiencies. 
Dose: Adults, 1 or 2 capsules after each 
meal with a glass of water. Sup: Bottles 
of 100. 


Continued on page 90a 
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embarrassment is often the reason 


patients seek acne treatment 


Most acne patients are deeply embarrassed by their unsightly lesions. 
A good acne preparation, therefore, should be cosmetic as well as curative. 


*“Acnomel’ Cream and Cake achieve both aims of acne therapy. ‘Acnomel’ 
in either form conceals as it heals. The flesh-tinted base masks acne lesions 
and reduces embarrassment. The effective combination of sulfur, resorcinol 
and hexachlorophene acts to heal these lesions. 


Used in combination, ‘Acnomel’ Cream and Cake provide 24-hour acne 
therapy. The Cream is excellent for use at home, morning or night, while 
the Cake, in its handy compact, is particularly convenient for touch-up 
medication away from home. 


Acnomel* Cream and Cake 


conceals as it heals 


SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. 


(VOL. 87, NO. 9) SEPTEMBER 1959 


aa. 
7 
870 
/ 


bed time, 

story time, 

Syrup Phenergan Fortis time 
for a sick child. 


Syrup Phenergan Fortis 
calms the restless child, 
controls nausea and vomiting, 
eases itching, 


quiets coughing. 


children 

like the cream-mint flavor 

of Syrup Phenergan Fortis, 
parents 

like the way it’s accepted, 
physicians 

like the comfort it provides— 


and the minimal side-effects. 


SYRUP 
PHENERGAN® FORTIS 


HYDROCHLORIDE 
Promethazine Hydrochloride, Wyeth 


Wyeth 


® 
Philadelphia 1, Pa. 
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Fulvicin, Schering Corporation, Bloomfield, 
New Jersey. Griseolfulvin for treatment of 
infections caused by dermatophytic fungi 
of the hands, feet, fingernails, toenails, 
glabrous skin, beard, and scalp. Dose: 
Average: Adults, 4 tablets daily; children, 
2 tablets daily. Sup: 250 mg. tablets, bottles 
of 30. 


Funda-Vite (F), Hoyt Pharmaceutical Corp., 
Newton, Massachusetts. Drops, each 0.6 ml. 
of which contain 400 USP units vitamin D, 
30 mg. vitamin C, and 0.5 mg. fluorine (as 
sodium fluoride). Indicated for infants and 
children, to supply the fundamental vitamins 
to safeguard against nutritional deficiencies, 
plus fluorine to safeguard against dental 
caries. Dose: 0.6 ml. daily, directly on tongue 
or mixed with fluids. Sup: Bottles of 30 ml. 
with calibrated droppers. 


Fungacetin Liquid and Powder, The G. F. 


Harvey Company, Inc., New York, New 
York. Liquid contains 30% glyceryl tri- 
acetate in a specially denatured alcohol base. 
Powder contains 33-1/3% glyceryl triace- 
tate. Indicated to give rapid relief of symp- 
toms, such as itching and burning, associated 
with fungous infections of the skin (athlete’s 
foot, ringworm of the scalp and body). 
Powder is especially designed for use in 
athlete’s foot. Use: Topically, as directed 
by physician. Sup: Liquid in bottles of 1 oz. 
with brush applicator and in bottles of 1 pt. 
Powder in shaker package of 1% oz. 


Grifulvin, McNeil Laboratories, Inc., Phila- 


delphia, Pennsylvania. Griseolfulvin for 
fungous infections of the skin, hair and nails. 
Dose: Average: Adults, 4 tablets daily; 
children, 2 tablets daily. Sup: 250 mg. 
scored, aquamarine tablets in bottles of 16. 
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Hispril, Smith Kline & French Laboratories, 


Philadelphia, Pennsylvania. Tablets, each 
containing 2 mg. diphenylpyraline; or span- 
sules, each containing 5 mg. Indicated in a 
variety of allergic conditions and nonallergic 
upper respiratory infections. Dose: As di- 
rected by physician. Sup: Tablets in bottles 
of 50; spansule sustained release capsules in 
bottles of 30. 


Humorsol, Merck Sharp & Dohme, Division of 


Merck & Co., Inc., Philadelphia, Pennsyl- 
vania. 0.25% sterile aqueous solution of 
demecarium bromide. Indicated for treat- 
ment of chronic single (wide angle) glau- 
coma. Dose: As directed by physician. 
Sup: Dropper vials of 5 cc. 


Konakion Injectable, Roche Laboratories, Divi- 


sion of Hoffmann-La Roche Inc., Nutley, 
New Jersey. New dosage form, each | cc. 
ampul providing 10 mg. synthetic vitamin 
K,, or each 2.5 cc. ampul providing 25 mg. 
Particularly useful for prompt action in cor- 
recting excessive hypoprothrombinemia due 
to coumarin-type anticoagulant therapy. 
Also indicated for prevention and treatment 
of neonatal hemorrhage, treatment of hypo- 
prothrombinemia due to obstructive jaundice, 
biliary surgery, inadequate intake or syn- 
thesis of vitamin K, impaired intestinal ab- 
sorption of vitamin K, and prolonged admin- 
istration of salicylates, barbiturates and other 
prothrombin-depressing drugs. Dose: Ad- 
ministered by slow intravenous injection as 
directed by physician. Sup: 1 cc. ampuls in 
boxes of 12 and 100; 2.5 cc. ampuls in boxes 
of 6 and 25. 


Mepergan, Wyeth Laboratories Inc., Philadel- 


phia, Pennsylvania. Injectable, each cc. af 
which contains an equal amount of pro- 
Concluded on page 96a 
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over and above the rapid relief and improvement of symptoms 


Decadron helps restore a “natural” sense of well-being 


THE MOST EFFECTIVE OF ALL ANTI-INFLAMMATORY CORTICOSTEROIDS Decadron) 


DEXAMETHASONE 


GED merck sharp & Dohme treats more patients more effectively 


. 


the crowning 
achievement of 
the first 
corticosteroid 
decade 


DEXAMETHASONE 


treats more patients more effectively 


Comprehensive and thorough clinical trials show that DECADRON on a milligram basis is the most 
effective of all oral corticosteroids # DECADRON is virtually free of sodium retention, potassium 
depletion, hypertension, or edema ® DECADRON is virtually free of diabetogenic effect in therapeutic 
doses ® DECADRON has not caused any new or unusual reactions ® DECADRON helps restore a 
“‘natural’’ sense of well-being. 


INDICATIONS: All allergic and inflammatory disorders amenable to corticosteroid therapy. CONTRAINDICATIONS: 
Herpes simplex of the eye is an absolute contraindication to corticosteroid therapy. DECADRON should be administered 
with the same precautions observed with other corticosteroid therapy. DOSAGE AND ADMINISTRATION: Transfer of 
patients from other corticosteroids to DECADRON may usually be accomplished on the basis of the following 


milligram equivalence: 


one 0.75 mg. tablet of Decadron (dexamethasone) replaces: 


One 4 mg. One 5 mg. One 20 mg. One 25 mg. 
tablet of tablet of tablet of tablet of 


prednisolone 
or prednisone 


methyliprednisolone 
or triamcinolone 


hydrocortisone cortisone 


SUPPLIED: As 0.75 mg. scored pentagon-shaped tablets. Also as 0.5 mg. tablets, to provide maximal individualized 
flexibility of dosage adjustment, since many patients achieve adequate contro! even on lower dosage. 


Detailed literature is available on request. 
DECADRON is a trademark of Merck & Co., Inc. wo) Merck Sharp & Dohme . 


Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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why BIOMYDRIN 


the seven 
requirements 


"NOSE 


Biomydrin penetrates 
the mucous barrier. 
Biomydrin spreads 
almost instantly. 
Biomydrin clears 


the air passages. 


Biomydrin decongests 

without causing rebound 

congestion. 

Biomydrin controls 

the allergic component. 

Biomydrin combats 

infections. 

Biomydrin is safe— 
so safe that no pediatric 

dosage form is needed. —_ 


Thonzonium bromide 0.05%; Neomycin sulfate 0.1%; Gramicidin 
Thonzylamine HC! 1.0%; Phenylephrine HC! 0. 


nasal spray drops 
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Ideally 


Suited for 


*K just two tablets 

eC I a at bedtime 
After full effect 

one tablet 


suffices 


* Because 


RavuwILorp provides effective Rauwolfia 
action virtually free from serious side effects... 
the smooth therapeutic efficacy of Rauwiloid 
When more potent drugs are is sssociated with a lower incidence of certain 
needed, prescribe one of the con- unwanted side effects than is reserpine...and 


venient single-tablet combinations —_ with @ lower incidence of depression. Toler- 
Rauwiloid® + Veriloid® 
alseroxylon 1 mg. and alkavervir 3 mg. ance does not develop : 
or RAUWILOID can be initial therapy for most 
Rauwiloid*+Hexamethonium hypertensive patients... Dosage adjustment 


alseroxylon 1 mg. and hexamethonium 2 
chloride dihydrate 250mg. is rarely a problem. 


Many patients with severe hypertension can be main- 
tained on Rauwiloid alone after desired blood pressure 
levels are reached with combination medication. 
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smaller, portable lief in a 
the advantages of tions 
mg. predniss and 16.6 mg. neomycin Ifate 


PHYSICIANS SAY: 


bs e safety—“‘No toxic side effects were 
seen.”’! “, . increased oiliness, loss of 9 
hair and staining . . . were net noted.’”? 


@ effectiveness—‘“‘Of eighty-four patients 
. . . seventy-nine [94%] obtained good 
to excellent results.’’’ 


THEIR PATIENTS SAY: 


@ cosmetically acceptable and easy-to-use 
—“This product is remarkably well ac- 
cepted by the patients as an excellent, 
foamy shampoo, free from any objec- 


doctor, tionable odor... 
> 
is wouldn t have Capsebon is available on prescription only. 
such a comb— Supplied in 4-ounce plastic bottles. 


(yet some of your patients do) 


References: 1. Harvey, J. H., and Ereaux, L. P.: 
5 Clinical study of cadmium sulfide shampoo, Canad. 

' M.A.J. 79:917 (Dec. 1) 1958. 2. Stough, D. B.; Lewis, 
cy R. A.; Farmer, B. L.; Osment, L. S., and Noojin, R. O.: 
Sy New beneficial agents in the treatment of acne vulgaris 
and seborrheic dermatitis, Postgrad. Med. 24:439 (Oct.) 
1958. 3. Kirby, W. L.: Preliminary and short report: 
Cadmium sulfide shampoo in seborrhea capitis, J. In- 
vest. Dermat. 29:159 (Sept.) 1957. 4. Mullins, J. F., 
and Barnett, J. R.: Cadmium shampoo treatment of 
seborrheic dermatitis, Texas J. Med. 53:640 (Aug.) 1957. 
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If one...or all... needs nutritional support... 


— 


deserve 
: GE \ RAL Capsules—14 VITAMINS AND 11 MINERALS 
Vitamin -Mineral Supplement Lederie For Complete. Formula see PDR (Physicians’ Desk Reference), page 689 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York CQ@derte) 
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Concluded from page 90a 


Niatricrine, B. F. Ascher & Company, Inc., 


9ba 


methazine and meperidine. An analgesic 
sedative indicated in obstetrics, all forms of 
surgery, and in severe pain, including the 
pain of malignancy. Dose: Intramuscularly 
or intravenously as directed by physician. 
Sup: Multiple-dose vials or Tubex in two 
concentrations, one containing 50 mg. per 
ce. of the two ingredients, and the other 
25 mg. per cc. 


Naldecon, Briston Laboratories, Syracuse, New 


York. Scored, muliple-compressed tablets 
containing 10 mg. phenylephrine hydro- 
chloride, 40 mg. phenylpropanolamine hy- 
drochloride, 15 mg. phenyltoloxamine citrate, 
and 5 mg. chlorpheniramine maleate with 
half of each ingredient in the inner and half 
in the outer layer. Also syrup containing in 
each teaspoonful one-half of each tablet in- 
gredient. Indicated for relief of hayfever 
symptoms and sinus congestion. Dose: As 
directed by physician. Sup: Tablets in bottles 
of 50, syrup in bottles of 1 pt. 


Kansas City, Missouri. Tablets, each con- 
taining 100 mg. pentylenetetrazol, 50 mg. 
nicotinic acid, 100 mg. ascorbic acid, 2 mg. 
methyltestosterone, 0.01 mg. ethinyl estradiol 
and 15 mg. thyroid; or elixir, each teaspoon- 
ful having the same composition as a tablet, 
with 25 mcg. sodium levo-thyroxine substi- 
tuted to provide the 15 mg. thyroid. Indi- 
cated for the geriatric field, to replenish 
dwindling supplies of hormones, provide cere- 
bral stimulation and improve circulation. 
Dose: One tablet or one teaspoonful elixir 
three times daily. Sup: Tablets in bottles 
of 100 and 500; elixir in bottles of 1 pt. 


Nolamine Elixir, G. W. Carnrick Company, 


Newark, New Jersey. |Lemon-flavored 
elixir, each 5 cc. teaspoonful containing 1.0 


Tessalon Inj. Sol., Ciba Pharmaceutical Prod- 


mg. chlorprophenpyridamine maleate, 6.0 
mg. phenindamine tartrate, 12.5 mg. phenyl- 
propanolamine HCl, and 1.0 Gm. D-Sorbi- 
tol. Indicated for the relief of nasal con- 
gestion associated with common cold, hay 
fever, sinusitis, rhinitis, nasopharyngitis, 
rhinorrhea and nasal allergies. Dose: Adults, 
2 teaspoonsful every 3 or 4 hours; children, 
six years and over, | teaspoonful every 3 
or four hours. Infants, as directed by phy- 
sician. Sup: Bottles of 16 oz. 


Solu-Trol, Schieffelin & Co., New York, New 


York. New concept in control plasma for 
use with Solu-Plastin in prothrombin-time 
tests. Prepackaged in special prothrombin- 
determination tubes. All the technician has 
to do to reconstitute the lyophilized plasma 
is add the special diluent provided. Sup: 
Package containing 5 tubes 0.5 ml. Solu-Trol 
and | tube 3 ml. diluent, or package contain- 
ing 10 tubes of Solu-Trol and 2 tubes dilu- 
ent. 


ucts, Inc., Summit, New Jersey. Parenteral 
form of Tessalon, each | cc. ampul contain- 
ing 5 mg. benzonatate. Indicated for cough 
control in patients who cannot take oral 
medication, post-operative patients, etc. 
Dose: One ampul once or twice daily, or as 
directed by physician. Sup: 1 cc. ampuls in 
boxes of 5. 


Vistaril Oral Suspension, Pfizer Laboratories, 


Division of Chas. Pfizer & Co., Inc., Brook- 
lyn, New York. Lemon-flavored liquid, each 
5 ce. teaspoon of which contains 25 mg. hy- 
droxyzine pamoate. Indicated for the treat- 
ment of tension and anxiety, psychomotor 
agitation and psychoses, cardiac arrhythmias 
and certain dermatoses. Dose: As directed 
by physician. Sup: Bottles of 1 pt. 
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Basically sound, a community asset, he is too tense and nervous to function at 


maximum efficiency. 


BUTISOL® has been shown to be more consistently effective with fewer side effects' 
than newer psychochemical agents commonly used to control agitation, anxiety and 
tension. 


And BUTISOL does not distort the basic character—it helps the patient adjust to 
the pressures of an uncertain world and function near a normal level of efficiency. 


BUTISOL sodium®” has a predictable, known action, 
TABLETS * REPEAT-ACTION TABLETS *® ELIXIR * CAPSULES 


‘MecNEIL 1. Grossman, A. J.; Batterman, R. C., and Leifer, P.: Fed. Proc. 17:373 (March) 1958. 
ij 
5 McNEIL LABORATORIES, INC. « PHILADELPHIA 32, PA. 
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UNIQUE THREE-WAY CONTROL OF SMOOTH , 


MUSCLE SPASM WITH_A SINGLE POTENT DRUG 


@® ANTICHOLINERGIC inhibition of parasympathetic stimuli 
@ MUSCULOTROPIC spasmolytic action directly on smooth muscle 
@ GANGLION-BLOCKING action at synaptic level 


MUREL 


Brand of Valethamate bromide ; 


IN SMOOTH MUSCLE SPASM 
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“potent in relaxing the spasm of smooth muscle whether in the 
G.J., or G.U. tracts, or the gallbladder.”’ 


ariel 
‘ient 


Effective and well tolerated ...“murev” provides decisive relief without drug-induced compli- 
cations; its coordinated three-way action permits significantly low dosage and minimizes reaction 
potential of any one mechanism; rapidly detoxified and excreted, avoiding cumulative effects. With 
average therapeutic dosages, there were no side effects such as mouth dryness, visual disturbances, 
interference with micturition, or bowel evacuation.? 


Dosage: Mild to moderate cases: initially, 1 or 2 tablets four times daily. Acute or severe cases: 1 to 2 cc. 
(10-20 mg.) intravenously or intramuscularly every four to six hours up to maximum of 60 mg. in 24 hour 
period. The higher dosage range is usually required in spasm of the G.U. and biliary tract. 


Supplied: “murev” Tablets — 10 mg. Valethamate bromide, bottles of 100 and 1,000. “murev” Injectable — 
10 mg. per cc., vials of 5 cc. (Also available: “muret” with Phenobarbital Tablets — 10 mg. Valethamate 
bromide with 4 gr. phenobarbital per tablet, bottles of 100 and 1,000.) 


1. Holbrook, A. A.: Report abstracted in M. Science 4:46 (July 10) 1958. 2. Peiser, U.: Med. Klin. 50:1479 (Sept. 2) 
1955. 3. Winter, H.: Medizinische, p. 1206 (Aug. 27) 1955. 4. Berndt, R.: Arzneimittel-Forsch. 5:711 (Dec.) 1955. 


Ayerst Laboratories New York 16, N.Y. + Montreal, Canada 
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‘peptic ulcer — breaks the chain 42, 
G.I. spasm— severe convulsive pain and vomiting re- 
ported eliminated or substantially improved wit 
in biliary spasm and chro olecystopathies with 
| 
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there are 


more than 
60,000,000 people over 


in the U.S.A.! 


and in this age group constipation is a common 
problem. 2 


CAROID AND BILE SALTS TABLETS 
physiologic act to restore the normal pattern 
- Way ~ ae of elimination. Bile salts help 

‘ a overcome biliary stasis so com- 

mon in the over-40 age group; 
DIGESTANT _ Caroid, a potent enzyme, in- 


creases protein digestion as 
much as 15%; and mild laxa- 
tives improve peristaltic rhythm 
symptoms of constipation and tone — keep stools soft and 
well formed. 


1. Statistical Abstract of the United States, ed. 78, U.S. Department of Commerce, Bureau 
of the Census, 1957, p. 6. ¢ 2. Rehfuss, M. E.: Indigestion, Its Diagnosis and Management, 
Philadelphia, W. B. Saunders Company, 1943, p. 322. 


Caroid° and Bile Salts Tablets 


RESTORE REGULARITY WITHOUT IRRITATION, GRIPING OR FLATULENCE 


SAMPLES ON REQUEST 


AMERICAN FERMENT Co., INC. + 1450 Broadway + New York 18, N. Y. 
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TABLETS AND ELIXIR 


To add life to years—not merely years to life . . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 
In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 


apathy — the penalties of advancing age. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 
Nistric contaias: e Niatric protects capillary integrity 


Pentylenetetrazol » 
Nicotinic Acid e Niatric prevents brain tissue hypoxia 
Ascorbic Acid 

pe Send now for samples and literature . . 


Alcohol 
hverage Bese: 1 tablet or 1 tap. (S ce.) t..4. A F. ASCHER AND COMPANY, INC. 
‘ Ethical Medicinals / Kansas City, Missouri 


— 
} 
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The response to an antidiarrheal preparation is directly linked 


pe 4 to the effectiveness of its adsorbent. In both POLYMAGMA 
oe &% and POLYMAGMA Plain, the new agent Claysorb* gives 
47) you a previously unattainable adsorptive power .. . 
y% proved to be five times beyond that of kaolin in 
So removing diarrhea-causing toxins. In addition, 
% POLYMAGMA and POLYMAGMA Piain protect 
| % the irritated intestinal walls, promote 
oN % well-formed stools, help restore 
*y healthy intestinal function. 
POLYMAGMA “Cx, 
For bacterial diarrhea— be 
bactericidal against many pathogens 
POLYMAGMA Piain 
For nonbacterial diarrhea— 
same formula but without antibiotics 
G 


ymagma 


Dihydrostreptomycin Sulfate, Polymyxin B Sulfate, 
and Pectin with Claysorb* (Activated Attapuigite, 
Wyeth) in Alumina Gel 
*Trademark 1, Pa. 


POLYMAGMA 


. 
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1. The administration of liver extract to a 
patient suffering from a relapse of pernicious 
anemia does not cause a: 

A) Rise in blood sugar. 

B) Rise in serum uric acid. 

C) Fall in plasma iron. 

D) Fall in plasma bilirubin. 

E) Retention of nitrogen. 


2. The anticoagulant action of heparin can 
be inhibited by: 

A) Serum. 

B) Prothrombin. 

C) Calcium salts. 

D) Fibrinogen. 

E) Protamine. 


3. The main advantage that bromides have 
over other sedatives is that: 

A) Acute fatal poisoning by them has sel- 
dom if ever occurred in man. 

B) Prolonged use of these drugs has few 
undesirable side effects. 

C) Sleep induced with these drugs is usually 
deep and refreshing. 

D) They produce marked euphoria without 
habituation. 

E) Mentation is relatively unaffected. 


4. The usual method of elimination of phe- 


(VOL. 87, NO. 9) SEPTEMBER 1959 


These questions were prepared by the Professional Examination Service, a division 
of the American Public Health Association. Answers will be found on page 250a. 


nobarbital from the body is its: 
A) Combination with glycine. 
B) Excretion by the kidneys. 
C) Combination with glucuronic acid. 
D) Split to urea and a 3-chained fatty acid. 
E) Oxidization in the liver. 


5. The sensory abnormality known as thal- 
amic overreaction consists of: 

A) Overreaction to ordinary stimuli. 

B) A lowered threshold to sensory stimuli. 

C) A raised threshold to sensory stimuli 
and overreaction. 

D) Episodes of sham rage in the decerebrate 
animal. 

E) A lowered threshold to sensory stimuli 
and overreaction. 


6. The maximum serum concentration of 
terramycin obtained after a single oral dose of 
50 mgm./kg. is approximately: 

A) 2.6 Micrograms percent. 

B) 14.0 Micrograms percent. 

C) 28.0 Micrograms percent. 

D) 42.0 Micrograms percent. 

E) 80.0 Micrograms percent. 


7. In moderately severe cases of blastomy- 
cosis, a promising drug that may be tried is: 
Continued on page 110a 
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OURISHED 
IT HAPPENS IN THE BEST! OF FAMILIES 


meets the specific vitamin-mineral needs of every member of 
the household — select the form that suits the age and condi- 
tion of each patient best 
VITERRA CAPSULES — comprehensive daily 
supplement. Bottles of 100. 


VITERRA TASTITABS®—can be chewed, dissolved, or 
swallowed. Bottles of 100. 


VITERRA THERAPEUTIC—high potency formula. 
Bottles of 30 and 100. 
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VITERRA PEDIATRIC—for infants and small children. 
50 cc. Metered-Flow bottle. 
Selectively formulated | one of the major 
New York 17, N. Y. 
oh Ee Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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GEIGY) 


; 
>. 
— 
excretion of urate and th S 10) 
T. Bu J. J., and Gutman, A. B. Arth. & Rheumat. 1:532, 
finpyrazone GEIGY). Scored tablets of 100 mg. in 


bothersome phone 


specify Lactu 


to help you avoid 
troublesome formula changes 


20 cail./fl. oz. from birth 


le ae = Because it is so well tolerated, Lactum can be 
a fed at the usually recommended 20 calories 
‘oa per ounce from birth. The newborn infant’s 
~ hunger is thus adequately satisfied, and the 
oe infant is enabled to adjust to normal 
a feeding intervals. 
a In various clinical studies '. Lactum has 
ax i a been found to adequately meet the needs of 
. full term infants from birth through the formula 
feeding period. 


Resume of Clinical Studies 
4 4 intants Satistactorily Fed on Lactum or Dextri-Maltose®* Modified 
Formulas Essentially Similar to Lactum 
No. of 
Intants Investigators Comment 
180 Hatfield, Simpson. All intants vigorous; 
(newborn) | and Jackson! made satisfactory progress. 
Cy 57 Frost and Jackson?| Mean height and weight curves slightly 


weg above normal, normal or superior 
general development. 


=p 190 Henrickson? Satistactory results. Average hospital 


(sick & well Stay: 5.5 days; average daily weight 
infants) gain: 3 ounces. 
195 Litchfield¢ Addition of Dextri-Maltose favored 
(newborn) weight gain in most instances. 
857 Gruber, et al.* Over-all mean daily weight gain duri 
(premature) 2nd to 4th week: 11.2 Gm. per Kg. in 
body weight. 


*Maltose-dextrins formula modifier, Mead Johnson 
1. Hatfield, M. A.; Simpson, R. A., and Jackson, R. L.: J. Pediat. 44: 32-45 (Jan.) 


1954. 2. Frost, L. H., and Jackson, R. L.: J. Pediat. 39: 585-582 (Nov.) 1951. 3. Henrich- 
son, 51-56 (Oct.) 1 Held, H. R.: Arch 617 (Dec. 
1944. 5. Gruber, S.; Litvak, A.; Rascofl, H., J. 35:70 


avoid baby’s discomfort and mother’s anxiety 
.. Specify Lactum Modified milk formula, Mead Johnson, liquid + “instant” powder 


\ Mead Johnson 


Symbol of service in medicine 
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Concluded from page 103a 


A) Chloromycetin. 
B) Aldinamide. 

C) Stilbamidine. 

D) Isoniazid. 

E) Nitrogen mustard. 


8. In a patient on daily 10-gram doses of 
ammonium chloride, a positive sodium balance 
usually appears around the: 

A) Second day. 

B) Fifth day. 

C) Tenth day. 

Br.” D) Fourth week. 
whi E) Second month. 


9. In administering digitalis to a patient with 


auricular fibrillation, the therapeutic effect and 
dosage should be gauged, among other things, 
by the: 


A) Radial pulse rate. 

B) Onset of vomiting. 

C) Disappearance of dyspnea. 

D) Apical rate. 

E) Degree of comfort of the patient. 


10. The treatment of choice in beriberi heart 


disease with right heart failure is: 


A) Quinidine for control of the frequent 


arrhythmias. 


B) Mercurial diuretics for control of periph- 


eral edema. 


Vitamin Bg. 


D) Vitamin B,. 
E) Digitalis. 


11. The bilirubinemia of heart failure is the 
result of: 

A) Impaired renal excretion of urobilinogen. 

B) Increased hepatic blood flow. 

C) Increased rate of hemolysis and de- 
creased excretion of bile. 

D) Decreased excretion of bile. 

E) Increased rate of hemolysis. 


12. The purplish red skin striae of Cushing's 
syndrome are thought to result from: 

A) Polycythemia. 

B) Sodium retention. 

C) Changes in the basal cells of the epi- 
dermis. 

D) Increased collagen. 

E) Tissue protein defect. 


13. A 17-ketosteroid excretion of nearly 


zero in a male patient suffering from Addison's 
disease suggests: 

A) Almost total absence of adrenal cortical 
function. 

B) Tuberculous rather than atrophic 
adrenal cortices. 

C) Laboratory error. 

D) Secondary rather than primary adrenal 
cortical insufficiency. 

E) Development of adrenal cortical hem- 
orrhage. 


MEDIQUIZ REPRINTS AVAILABLE 


Through the cooperation of the Professional Exam- 
ination Service, Division of the American Publi 
Health Association, special reprints of 150 Mediquiz 
questions and answers are now available in booklet 
form for $1 per copy. To stimulate further study, 
the source of each answer is listed in the booklet. 
The supply of booklets is limited. To be certain 
you'll have a copy, send your dollar now to the Pro- 
Service Department MT-9, 
1790 Broad- 


fessional Examination 
American Public Health Association, 
way, New York City 19, New York. 


3 more readily, rapidly, completely reaches the 


capsules. 
 aquasol A capsules — tne most widely used ofall ora 
 @QUCOUS vitamin Ais more promptly, more fully, natura 
directly utilized physiologically. U.S.P. units” 
— less dosage is needed and treatment t is sharply 
u. s. vitamin « pharmaceutical corporation 2 
Arlington Funk Laboratories, division Dyidson, 0 0 Ste, 


no more battles at vitamin time 


222 


delectable, chewable, chocolate-like vitamin-mineral nuggets 


No fights, no battles at vitamin time because children love to chew DELECTAVITES. 
These delectable, easily chewable chocolate nuggets supply all essential vitamins as 
well as minerals so necessary during the years of growth. As soon as children can chew, 
they can go directly from vitamin drops to DELECTAvITES. And, now you can be sure 
your little patients will follow your instructions about taking their daily vitamins. 


Each nugget contains: Vitamin A—5000 Units* / Vitamin D—1000 Units*/ Vitamin C—75 mg. / Vitamin E—2 Unitst 
Vitamin B,—2.5 mg. / Vitamin B,—2.5 mg./ Vitamin B.—1 mg./ Vitamin B,, Activity—3 mcg. / Panthenol—5 mg. 
Nicotinamide—20 mg. / Folic Acid—0.1 mg. / Biotin—30 meg. / Rutin—12 mg. / Calcium Carbonate—125 mg. / Boron—0.1 
mg. / Cobalt—0.1 mg. / Fluorine—0.1 mg. / lodine—0.2 mg. / Magnesium—3.0 mg. / Manganese—1.0 mg. / Molybdenum 
—1.0 mg. / Potassium—2.5 mg. unis 

dosage: one Delectavites daily. supply: Box of 30 (one month's supply), Box of 90 (three months’ supply). 


Sa WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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“To know howto grow 
old is the master- 
work of wisdom...” 

AMIEL 


~ 


for your “over forty’ patients prescribe 


® 
ELDEC 


to help fill their later years with vigor and vitality 


each KAPSEAL contains: 


vitamins 
Vitamin A 1,667 Units (0.5 mg.) 
Vitamin B: mononitrate 0.67 mg. 
Ascorbic acid 33.3 mg. 
Nicotinamide 16.7 mg. 
Vitamin Be 0.67 mg. 
Vitamin Be 0.5 mg. 
Vitamin B.2 with intrinsio 
factor concentrate 0.033 USP Unit (oral) 
Folic Acid 0.1 mg. 
Choline bitartrate 6.67 mg. 
Pantothenic acid 
(as the sodium salt) 5 mg. 
minerals 
Ferrous sulfate (exsiccated) 16.7 mg. 
Iodine (as potassium iodide) 0.05 mg. 
Calcium carbonate 66.7 mg. 
digestive enzymes 
Taka-Diastase® 
(Aspergillus Oryzae Enzymes) 20 mg. 
Pancreatin 133.3 mg. 
Protein improvement factors 
+ 1-Lysine monohydrochloride 66.7 mg. 
2 dl-Methionine 16.7 mg. 
la gonadal hormones 
“| Methyl testosterone 1.67 mg. 
- 0.167 mg. 
~ ng dosage: One three times daily before 
ev > meals. Female patients should follow e 
zR 21-day course with a 7-day rest interval. 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 


| 
— antl! > \\ , 


in the space 
ofa breath... 


Asthma, striking unexpectedly, as it so often does, represents a very real hazard, and a 
perpetual source of worry, to the afflicted. Not so, however, when Norisodrine in the 
handy-to-carry Aerohalor is along. A few easy inhalations rapidly transport the 
powder particles to where they’re needed most—the mucous membranes of the 
respiratory passages. As quick as it takes to tell—literally in seconds— bronchospasm 
is aborted. Norisodrine’s unique therapy is dependable in every kind 

of asthma, even where other types of bronchodilators have failed. lbbott 


NORISODRINE | Sulfate Powder in the AEROHALOR® 


(Isoproterenol Sulfate, Abbott) (Powder Inhaler, Abbott) 
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A SPECIAL REPORT 


Baltimore, Maryland 


the past two decades, 


great changes have taken place in our attitudes 
toward hypertension. Whereas formerly the 
physician felt uneasy because there was no 
specific form of treatment with which to combat 
it, today he feels uncertain because of the many 
therapeutic measures advocated, for it is dif- 
ficult to know which, if any, of the various 
diets, drugs and operations to choose for a 
particular patient. If something specific is not 
prescribed, the doctor fears he may seem too 
old-fashioned, yet the possibility of undesirable 
reactions makes him hesitate to try new types 
of therapy. 

While there is no clearcut solution to this 
dilemma, the physician will be on firmer ground 
if he appraises each hypertensive patient by an- 
swering the following questions: 

1. Is the hypertension early or late? The 
fact that the doctor has recently discovered 
elevation of blood pressure does not necessarily 
mean that the process has just begun. Was 
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Current Views on Diagnosis 
and Management of 


HYPERTEN 


CAROLINE BEDELL THOMAS, M.D. 


labile blood pressure ever noted at earlier ex- 
aminations for insurance, for military service, 
or in school or college? Was there toxemia of 


pregnancy? 

2. Is the hypertension asymptomatic, or are 
symptoms present which are definitely related 
to the elevated pressure? There is no absolute 
parallelism between symptoms and the height 
of the pressure; many patients with marked hy- 
pertension are symptomless. On the other 
hand, symptoms such as headache or epistaxis 
are often not directly caused by the hyperten- 
sion. 

3. Is the hypertension primary (“essential”) 
or secondary to some renal, vascular or endo- 
crine disorder? 

4. What is the patient's attitude toward his 
illness—fearful, incredulous, depressed, hostile 
or indifferent? 


From the Department of Medicine, The Johr 
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5. Has the patient recently been under some 
emotional or physical stress, so that his blood 
pressure may be temporarily higher than 
usual? 

Before all of these questions are answered, 
it is necessary to see the patient on several 
occasions. Meanwhile, it is wise to withhold 
specific therapy. During this period of ap- 
praisal, the less said about the patient’s blood 
pressure the better. It is hard not to give some 
expression of concern or alarm on discovering 
an extremely high blood pressure, but it is of 
the utmost importance for the patient’s future 
welfare to avoid doing so. The patient is in- 
wardly tense and upset at the first visit and 
the blood pressure may be far higher than 
usual. In fact, the initial examination may be 
thought of as a stress test comparable to the 
cold pressor test. Many patients, particularly 
women, whose hypertension at first sight seems 
severe, with blood pressure levels above 
220/140 mm. Hg., may subsequently have 
daily levels in the range of 150-170/90-100 
mm. Hg. with little or no treatment aside from 
reassurance. The patient’s questions should be 
met, kindly but firmly, with “Wait until all the 
facts are assembled—then I shall go over the 
whole story with you.” 

Let us now consider some of the specific 
kinds of hypertension frequently encountered. 
First comes the young person whose hyperten- 
sion is discovered during routine examination 
for a job, insurance, or military service. New 
drugs are the last things to think of in such a 
patient; careful diagnostic study and an under- 
standing attitude on the part of the doctor are 
all important. Despite the fact that he is well, 
the patient suddenly feels threatened with loss 
of health and security from a mysterious ail- 
ment. All too often he thinks of an older rela- 
tive or friend who has suffered from a stroke 
or other disabling cardiovascular disorder and 
immediately envisions a similar fate for himself. 
The doctor who tells his patient to “forget it” 
consigns him to a limbo of continuing doubts 
and fears which serves to perpetuate the ele- 
vation of blood pressure. Thorough medical 
appraisal, with attention to minor health prob- 


lems, is the best antidote to such morbid 
imaginings, and offers an unparalleled oppor- 
tunity to educate the patient about his health 
assets and liabilities in a friendly, matter-of-fact 
way. Patterns of living and goals should be 
discussed and the patient should be encouraged 
to pursue rewarding activities. Dogmatic re- 
strictions are to be avoided. At the same time 
certain special tests must be carried out to rule 
out the “reversible” forms of hypertension, for 
if this important step is postponed, the young, 
patient without symptoms may not return to a 
doctor until irreparable damage to brain, heart 
or kidney has occurred. 


Reversible Hypertension 


There are four broad clinical states in which 
“reversible” hypertension may be present: 

1. VASCULAR ANOMALIES. Coarctation of the 
aorta, the most common of these, should always 
be remembered during the physical examina- 
tion, for this condition may be readily recog- 
nized if the physician’s index of suspicion is 
high. On palpation, diminished or absent ar- 
terial pulsations in the dorsalis pedis and fe- 
moral arteries stand in sharp contrast to force- 
ful pulsations in vessels of the arms and neck. 
Blood pressure in the arms may be high or 
only slightly elevated, while leg pressures are 
far lower. Enlarged collateral thoracic arteries 
may be noted and a systolic murmur may be 
heard over them, particularly between and be- 
low the shoulder blades; however, these find- 
ings are not constant. The diagnosis of coarcta- 
tion should be confirmed by x-ray examination. 
Notching of the lower ribs is usually present 
after early childhood, indicating the presence 
of increased collateral circulation in the inter- 
costal arteries. The aortic knob is sometimes 
inconspicuous or absent. Occasionally an E- 
shaped notch indicating the actual site of co- 
arctation is seen on the descending aorta. The 
heart is enlarged in severe instances of the dis- 
ease. The exact site and extent of aortic nar- 
rowing may be demonstrated by angiocardi- 
ography. When the diagnosis is definite, opera- 
tion should be urged even if symptoms are ab- 
sent. Because of the high incidence of cardiac 
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failure, rupture of the aorta, cerebral hem- 
orrhage and bacterial endocarditis the life ex- 
pectancy of these patients is otherwise short, 
with an average age at death of about thirty 
years. Other vascular anomalies associated 
with hypertension are infrequent, but their pos- 
sibility should be kept in mind. 

2. UNILATERAL RENAL DISEASE. This cause 
of hypertension is all too readily overlooked. 
While history of abdominal pain or pyelitis 
sometimes gives a clue, the disease process may 
be relatively silent or remote in time. The 
healthy kidney hypertrophies and carries on so 
well that the usual renal function tests are nor- 
mal. Accordingly, every hypertensive patient 
in the younger age groups should have an in- 
travenous pyelogram. This applies equally to 
those who are relatively well, and to patients 
in the symptomatic phase, especially those with 
rapidly progressive disease as indicated by high 
diastolic levels, retinopathy, headache and con- 
vulsions. If one kidney appears abnormal by 
intravenous pyelography, retrograde pyelo- 
grams and differential function tests should be 
obtained. Even if the initial intravenous pyelo- 
gram appears normal, when the onset of hyper- 
tension is recent and its progression rapid, an- 
other intravenous pyelogram taken a few 
months later may reveal definite shrinkage of 
one kidney. An aortogram may show narrow- 
ing or occlusion of one renal artery as the cause 
of renal atrophy. While nephrectomy does not 
reverse hypertension in every instance of uni- 
lateral renal disease, it should always be seri- 
ously considered. There are now many well- 
authenticated cases in which the blood pressure 
has fallen to normal after operation and has 
remained there for months or years. 

3. TUMORS OF THE ADRENAL MEDULLA. 
Pheochromocytoma may cause either paroxys- 
mal or sustained hypertension through increased 
secretion of epinephrine-like substances. The 
paroxysmal form is characterized by attacks in 
which the patient suddenly feels apprehensive 
and notes the onset of palpitation, headache, 
tremulousness, tachycardia, sweating, vomiting, 
epigastric discomfort, or other less common 
manifestations of adrenal medullary hyperfunc- 
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tion. The attacks may or may not be severe; 
the milder types are sometimes mistaken for 
paroxysmal tachycardia, migraine headaches, or 
anxiety attacks. Frequent observations may 
show wide variation in the patient's blood pres- 
sure. Occasionally sustained hypertension, 
which is clinically indistinguishable from es- 
sential hypertension, may result from this tu- 
mor. Differential diagnosis in such circum- 
stances is accomplished by the discriminating 
use of one or more laboratory tests. While the 
demonstration of increased levels of catechol- 
amines in blood or urine is the most definitive 
way of establishing the diagnosis, at present 
these tests are not readily available to the gen- 
eral practitioner. The intravenous injection of 
a test substance such as benzodioxane or Regi- 
tine usually results in a sharp drop in blood 
pressure in patients with pheochromocytoma 
in contrast to a predominantly pressor response 
in patients with essential hypertension. Other 
procedures sometimes helpful in establishing 
the diagnosis include x-rays of the abdomen, 
laminograms, and injection of histamine or 
mecholyl to reproduce attacks in cases of the 
paroxysmal type at a time when the blood pres- 
sure is not elevated. Tests should be carried 
out with caution, and massage of the suspected 
tumor areas as a means of precipitating an at- 
tack should be avoided as too dangerous. Tre- 
mendous elevation of pressure with resulting 
hemiplegia or death has been known to occur 
following such a maneuver. Patients with the 
sustained type of hypertension sometimes have 
a high basal metabolic rate, hyperglycemia or 
a diabetic type of glucose tolerance curve. 
Treatment consists in excision of the tumor. 
This abolishes the attacks and restores blood 
pressure to normal. Because the tumor may 
occur bilaterally or in chromaffin tissue along 
the aorta at a distance from the adrenal glands, 
an exploratory laparotomy by the anterior ap- 
proach is usually preferred. The operation is 
not without hazard, and should only be per- 
formed by an experienced surgeon who is fully 
aware of how to protect the patient from pre- 
cipitous changes in blood pressure during and 
immediately after operation. The tumor is 
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usually benign and recurrences are infrequent. 

4. TUMORS OR HYPERPLASIA OF THE 
ADRENAL CorTEX: Cushing’s Syndrome; 
Aldosteronism. Although Cushing believed that 
the syndrome he described in 1932 was due to a 
basophilic adenoma of the pituitary gland, it has 
since been shown to be associated with a dis- 
turbance of steroid secretion by the adrenal 
cortex. Patients with Cushing’s syndrome pre- 
sent a striking appearance, with florid moon- 
shaped face, varying degrees of acne and hir- 
sutism and with the “buffalo type” of obesity, 
so-called because of a fat pad at the base of 
the neck, obese trunk and slender extremities. 
The muscles are weak and the skin thin and 
friable, with purple abdominal striations. There 
is a tendency to kyphosis from softening of the 
vertebrae and to amenorrhea in women or im- 
potence in men. Elevation of blood pressure 
of varying degrees of severity is usually noted. 
If metabolic studies confirm the diagnosis, op- 
erative removal of an adrenal tumor may re- 
sult in complete recovery of the patient. The 
discovery of cortisone has now made it possible 
to operate successfully on patients with adrenal 
cortical hyperplasia as well. Subtotal or total 
adrenalectomy followed by cortisone replace- 
ment therapy to prevent adrenal insufficiency 
has been used to restore such patients to 
health. 

Primary aldosteronism, first described by 
Conn in 1955, is another syndrome due to 
adrenocortical tumor or hyperplasia which is 
associated with hypertension. Overproduction 
of aldosterone, a mineralocorticoid normally 
secreted by the adrenal cortex, is manifested by 
episodes of severe muscular weakness, tetany, 
polyuria, hypokalemia and other evidences of 
imbalance of serum electrolytes and and by the 
inability of the kidneys to concentrate urine. 
These patients do not have the clinical appear- 
ance of Cushing’s syndrome. Instead, they 
have attacks of weakness which resemble those 
seen in familial periodic paralysis. Surgical cor- 
rection of the condition has resulted in improve- 
ment or cure in the majority of reported cases. 

Let us now turn from the reversible forms 
of hypertension to the much commoner “‘essen- 
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tial” type. Studies of the heart by x-ray and 
by electrocardiogram, appraisal of kidney func- 
tion, and careful examination of the retinal 
fundi should be carried out on every patient, 
not only to rule out reversible hypertension, 
but to establish a baseline for evaluating the 
course of the disease and to provide important 
guides as to the selection and effect of therapy. 
Patients with essential hypertension of moder- 
ate degree, with resting blood pressure levels 
rarely above 200/120mm. Hg., often have 
vague complaints of poor sleep, irritability 
or intermittent headache, which are annoy- 
ing but not incapitating. Such patients need to 
be carefully watched, for a few may be in the 
the progressive stage of the disease, in which 
case vigorous measures will soon be needed, 
and all will benefit from a physician’s care. 
Initial therapy for these patients should be 
simple, however,—a judicious combination of 
mild sedation, weight reduction and such addi- 
tional measures as are suited to the patient's 
needs. Digitalization may decrease palpitation 
and dyspnea on exertion even though frank 
heart failure is not present. Elevation of the 
head of the bed on blocks relieves morning 
headache in many instances. 

As the physician becomes familiar with the 
patient’s life problems, he is often able to lighten 
the burden through discussion and sympathetic 
understanding. It is better to help the patient 
streamline his own activities than to impose 
authoritarian rules and limitations. If possible, 
the patient should be allowed to continue the 
activities which give him the most satisfaction 
and should be encouraged to take up new rec- 
reational interests, while cutting down on what- 
ever produces strain, anxiety or frustration. 
Through a constructive approach rather than a 
forbidding one, the hypertensive patient gradu- 
ally learns to relax and change his point of 
view, with lasting benefit to his blood pressure. 

If, after a period of weeks, symptoms are 
still troublesome, then for the first time specific 
antihypertensive drugs should be tried. Rau- 
wolfia serpentina in some form is the drug best 
suited for patients with moderate hypertension. 
Exactly which preparation or derivative is used 
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seems to make little difference, provided the 
dosage is standardized and is adjusted in each 
case. Moderate lowering of blood pressure is 
achieved in about half the cases. Often, there 
is well-marked bradycardia. The patient feels 
calmer with an increased sense of well-being, 
while headaches and angina decrease or dis- 
appear. In fact, symptomatic improvement may 
be more marked than the actual reduction of 
blood pressure. The early side effects of the 
rauwolfia drugs are somnolence, fatigue and 
weakness. While these may be bothersome at 
first, they usually wear off in several weeks. 
Nasal stuffiness (which is readily controlled by 
antihistaminics) is common and _ diarrhea, 
weight gain and edema sometimes occur. The 
most serious side effect is the occasional de- 
pressive reaction which may appear after 
months or years of rauwolfia treatment. It is 
advisable to be on the alert for this complica- 
tion and to stop the drug permanently if agita- 
tion, insomnia or suggestive signs of depression 
appear. 

The more severe forms of hypertension of- 
ten present themselves at a time of crisis and 
hospitalization is usually advisable. High di- 
astolic pressure levels and high levels of the 
pressure of the cerebrospinal fluid go hand in 
hand, so that one or more of the following 
symptoms may be present: dizziness, severe 
headache, blurring of vision or loss of vision, 
nausea and vomiting, weakness and prostration. 
In addition, cerebral, cardiac, renal or other 
vascular complications may be present. 

Fortunately, we have today a variety of treat- 
ments to use as tools for the reduction of blood 
pressure. However, it is not yet possible to 
predict which patient will do well on which 
type of therapy, or indeed whether a given 
patient will do well on any therapy. Each pa- 
tient must be given a clinical trial under careful 
observation, first with one procedure, then add- 
ing others or changing to a different one if 
toxic symptoms arise. 

Hexamethonium and its newer relatives, pen- 
tolinium tartrate, mecamylamine and _ chlori- 
sondamine, are ganglionic blocking agents 
which affect not only the sympathetic nervous 
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system, but also the parasympathetic nervous 
system. The latter characteristic may produce 
such unfortunate reactions as difficulty in void- 
ing, urinary retention and constipation or par- 
alytic ileus, so that the drugs are not entirely 
benign, although they are not “toxic” aside 
from the effects produced through their phar- 
macological actions. Within an hour or so of 
either intravenous, oral or subcutaneous ad- 
ministration, there may be a profound fall in 
blood pressure, so that the patient may develop 
marked symptoms of postural hypotension and 
may actually faint unless he remains recum- 
bent. The effects wear off with varying degrees 
of rapidity and another dose needs to be given 
in four to six hours if lowered pressure is to 
be maintained. Patients receiving one of these 
ganglionic blocking agents over a long period 
of time should be thoroughly cooperative and 
responsible, for either the patient or a member 
of his family must be trained to take his blood 
pressure in the standing position before each 
dose of medicine, in order to regulate the 
dosage. Since hypertension may be expected 
to be presen: for the rest of the patient's life, 
the need for such constant regulation over the 
years has many disadvantages. Moreover, the 
patient tends to develop tolerance to a given 
ganglionic blocking agent after several months. 
Accordingly, the greatest usefulness of the 
ganglionic blockers at present is to help reduce 
high blood pressure levels in the initial period 
of treatment. 

Hydralazine is another antihypertensive drug 
which needs to be given every four hours; again, 
blood pressure must be constantly watched. It 
relaxes smooth muscle and increases renal 
blood flow; there is tachycardia and increased 
cardiac output. The incidence of uncomfortable 
side effects is high, particularly during the first 
eight weeks, when headaches, palpitation, nau- 
sea, vomiting and postural hypotension are 
common. In addition, if it is given in large 
doses over a period of months, one of two very 
undesirable syndromes may appear, namely, 
rheumatoid arthritis or lupus erythematosus. 
Although these conditions are reversible, it is 
usually wiser to leave the use of hydralazine to 
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those prepared to study it intensively. The 
veratrum preparations are useful in the acute 
phase of hypertension, but produce vomiting 
at such a low dosage threshold that they are not 
often very satisfactory for prolonged administra- 
tion. Rauwolfia preparations can be combined 
with one or more of the more potent new anti- 
hypertensive drugs with good results, for smaller 
doses can be given, with fewer side effects. It 
takes patience to work out the exact therapeu- 
tic program where combinations of drugs are 
used, and it is important that the physician be 
thoroughly familiar with each of the individual 
antihypertensive agents and be willing to ex- 
ercise the vigilance necessary for the success 
of such medication. 

A recent addition to drugs useful in the 
treatment of hypertension is chlorothiazide. It 
is a diuretic and saluretic agent which has been 
found to lower blood pressure in patients with 
hypertension, even in the absence of congestive 
heart failure. Chlorothiazide apparently re- 
duces blood pressure by reducing blood volume. 
The blood pressure of normotensive individuals 
is unaffected by this compound. Through its 
use, it is often possible to reduce the dosage of 
other antihypertensive drugs such as reserpine 
or the ganglionic blocking agents. When 
chlorothiazide is added to one of the methonium 
compounds, the dosage of the blocking agent 
should be reduced by one-half at the time 
chlorothiazide is begun and then adjusted as 
the situation demands, in order to avoid epi- 
sodes of severe postural hypotension. Caution 
must be exercised to avoid overdosage, and the 
possibilities of sodium, chloride or potassium 
depletion or progressive azotemia must be kept 
in mind. 

The term “malignant hypertension” should 
be reserved for instances of hypertension in 
which papilledema is present. These patients 
must be treated as emergencies. If such pa- 
tients are diagnosed early in their disease, renal 
function may be relatively intact, but it de- 
teriorates so rapidly that over half the patients 
having malignant hypertension die within six 
months of its discovery if vigorous treatment is 
not instituted. Even with the best of present 


day treatment, the outlook for these severely 
affected patients is not bright, but something 
like twenty percent of the group having malig- 
nant disease have been reported as surviving 
more than five years when either lumbodorsal 
sympathectomy or vigorous drug therapy 
is carried out, in contrast to virtually no 
survivors at the end of five years in an un- 
treated group. While most experts prefer 
drug treatment to sympathectomy today, such 
surgical therapy should not be entirely forgot- 
ten. Although the operative procedure seems 
formidable, once it is completed the patient 
has a practical, built-in improvement which in 
many cases continues to modify his blood pres- 
sure over a period of ten or fifteen years, wher- 
ever he may be. There is less need for drugs, 
for blood pressure readings around the clock 
or for meticulous medical supervision. For 
patients with moderate or severe hypertension 
who travel to distant lands or are otherwise out 
of touch with good medical care and for those 
who are impatient, unintelligent or uncoopera- 
tive, sympathectomy is still the best and most 
practical form of treatment. Adrenalectomy 
has been shown to reverse the hypertensive 
process in some patients who obtained a poor 
result from sympathectomy, as well as in those 
who never had that operation. However, it is 
only recommended for selected patients where 
special facilities are available. Patients who 
have had a sympathectomy respond more 
readily to antihypertensive drugs than those 
who have not been treated in this manner, so 
that good control can often be maintained in 
patients who only had modest improvement 
either from drugs before the operation, or from 
the operation alone. 

Strict dietary treatment of hypertension is 
difficult to accomplish, whether by means of 
the rice diet of Kempner or by the low sodium 
diet. When patients live under Dr. Kempner’s 
supervision for a period of months, there may 
be striking improvement in the fundi, heart 
size, electrocardiographic pattern and renal 
function. 

However, the rice diet is a most monoto- 
nous one, so that few other physicians have 
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used it with success. Low sodium diets 
are only effective in lowering blood pressure 
if the patient ingests less than a gram of so- 
dium chloride a day. Not only is this an ex- 
tremely hard diet to adhere to, but it is a 
dangerous one if there is poor renal function; 
it may precipitate uremia in older patients. Low 
fat diets should be considered for hypertensive 
patients with atherosclerosis, high levels of 
cholesterol in the blood or obesity. 

Finally, little of the discussion so far applies 
to patients over the age of sixty. These are the 
people with wide pulse pressure, a relatively 
low diastolic pressure, and arteriosclerosis of 
the peripheral arteries and aorta. Many such 
patients live quite comfortably for ten or twenty 


years with very little regulation, and it is ex- 
tremely important not to overtreat them, but 
to maintain their normal activities and environ- 
ment for as long as possible. The best regime 
for them includes guidance as to moderation of 
activities, if possible giving up smoking where 
angina or other cardiac complications exist, a 
diet to reduce weight with an ordinary amount 
of salt in the cooking but avoiding additional 
salt, and the judicious use of sedatives, laxa- 
tives and digitalis with occasional theobromine 
preparations. 

It is important to be sure not to make them 
worse by prescribing a sodium-free diet or 
drastic hypotensive drugs. Sympathectomy is 
not warranted. 


Conclusion 


Today there is great hope for the hypertensive 
patient, and a physician with an optimistic out- 
look, who is willing to work along with the day 
to day problems and does not tell the patient 
that he has hypertension with a capital H, is 
likely to be pleasantly surprised. Many hyper- 


tensive patients do extremely well with conser- 
vative guidance, and today many now in the 
early and middle phases of the disorder may be 
fortunate to maintain relatively good health, 
with or without drugs, until more specific thera- 
peutic measures are found. 
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Esophageal Hiatus Hernia 


JAMES H. GROWDON, M.D. 
Little Rock, Arkansas 


‘te diagnosis of esophageal 
hiatus hernia has assumed an increased signifi- 
cance in recent years. A clear understanding 
of the anatomic and physiologic derangements 
has lead to a better correlation of the clinico- 
pathologic manifestations as well as to im- 
provements in the techniques of surgical re- 
pair.':** Indications for operative interven- 
tion have been broadened. Patients can be 
assured of a more permanent and successful 
surgical repair. They should no longer be 
maintained for prolonged periods on medical 
management which is only partially effective. 
In fact, this may prove dangerous. Proper se- 
lection of patients for operative correction has 
become of paramount importance. Physicians 
are increasingly faced with the problem of 
recommending the desirability of surgical re- 
pair in a particular patient. 


Selection of Patients for Operation 


An esophageal hiatus hernia may be present 
for many years in some patients and give rise 
to few or no symptoms nor ill effects. On the 
other hand, in certain patients it is a progres- 
sive disorder that may not only make life mis- 
erable but may actually endanger life itself.* ** 
Besides the possible occurrence of serious com- 
plications, prolonged delay in surgical correc- 
tion can result in irreversible damage to the 


Dr. Growdon is Professor and Head, Department of 
Surgery, University of Arkansas School of Medicine, 
Little Rock, Ark. 
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lower esophagogastric segment from reflux eso- 
phagitis and stricture formation. A simple 
hernia repair will then no longer suffice to 
correct the difficulty. A much more formidable 
surgical procedure to resect the stricture and 
re-establish esophagogastric or intestinal con- 
tinuity will be required. A greater operative 
morbidity and mortality, which are practically 
nil for simple hernia repair, will result. Further 
these more formidable surgical procedures, i.e. 
jejunal or colon interposition,’ gastric by-pass 
with esophagojejunostomy,? esophagogastros- 
tomy with partial gastric resection etc.,’' are 
less likely to result in complete and permanent 
themselves may be followed by esophagitis and 
relief for the patient. In fact these procedures 
stricture formation near the anastomotic site. 
Selection of patients for operative repair of 
an esophageal hiatal hernia involves then, not 
only sorting out those patients who will be 
relieved of symptoms and potentially serious 
complications, but timing of the operation is 
important to assure a relatively simple surgical 
procedure and the most satisfactory results. 


Incidence—Asymptomatic Herniae 


In general asymptomatic hiatal herniae 
found incidently during radiographic studies 
may be ignored. It has been estimated that 
1.5 percent of the population has this disorder 
and that fifty percent are symptomatic, twenty- 
five percent doubtfully symptomatic and twenty- 
five percent asymptomatic.’ All age groups 
may be affected though it is much more com- 
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mon after the age of fifty, especially in females. 
One survey disclosed an incidence of one per- 
cent in males over fifty years of age who were 
not seeking medical care but were chosen at 
random. In contrast the incidence was nine 
percent in patients examined who had gastro- 
intestinal symptoms leading to their examina- 
tion, second in incidence only to duodenal 
ulcer.* Serious consideration must be given to 
the presence of a hiatus hernia in a patient who 
has symptoms. The demonstration of other 
pathologic conditions does not negate this ad- 
monition. Patients have been treated medically 
for other conditions for years before it was 
realized that the hernia was at fault. Opera- 
tions for other conditions have been performed 
without relief of symptoms. One should look 
again at the “asymptomatic” hiatus hernia. 


Temporary Herniae 


An esophageal hiatal hernia may be a tempo- 
rary difficulty. Surgical repair should be de- 
ferred if this possibility is suspected. Any con- 
dition which increases intra-abdominal pressure 
predisposes to its development. Hiatus herniae 
were noted in eighteen percent of multiparous 
pregnant women.'® Most disappear after ges- 
tation. Whether they reappear later in life is 
not known but it is an interesting speculation 
in view of the higher incidence in females. 
Some herniae disappear or become asympto- 
matic in an obese patient following weight re- 
duction. Similar relief may be occasionally 
obtained by elimination of constricting girdles 
or corsets. With most patients’ attitudes one 
is waging a losing battle to expect much co- 
operation from the latter two groups. In infants 
an hiatal hernia may be present alone or asso- 
ciated with achalasia. Spontaneous regression 
frequently occurs after a number of months. 
Medical management is usually sufficient. 


Symptomatic Herniae 

An esophageal hiatus hernia which is pro- 
ducing symptoms is best treated surgically un- 
less symptoms are mild and are completely 
controlled by the usual medical measures. 
Incomplete control by the latter means, espe- 
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cially if esophagitis is present, may result in 
irreparable damage. At best it is likely to only 
postpone operation until the patient is older, 
his tissues poorer, the hernia is larger, opera- 
tive repair more difficult and operative risk 
greater. 

The decision for proper therapy depends 
upon correlation of the symptoms present with 
the pathology present. It behooves all practi- 
tioners to be familiar enough with the mani- 
festations to interpret whether or not a patient's 
symptoms are due to his hiatal hernia and, if 
so, whether to attempt medical therapy or to 
recommend surgical measures without delay. 


Symptoms, Anatomic and Physiologic 
Considerations 

Symptoms arising from an hiatus hernia are 
the result of either reflux of gastric secretions 
into the esophagus, herniation of the stomach 
into the chest, or both. The size of the hernia 
is not necessarily the determining factor. A 
small hernia may cause severe symptoms 
though a large one is more apt to be sympto- 
matic. 

Reflux of gastric secretions occurs because 
the sphincter mechanisms of the esophagogas- 
tric segment become incompetent. Normally 
the distal esophagus passes through the hiatus, 
which is formed by the right crus of the dia- 
phragm, to enter shortly into the stomach at 
an acute angle several inches below the apex 
of the fundus. Complex inter-related sphincter 
mechanisms prevent regurgitation of gastric 
secretions onto the squamous mucosa of the 
esophagus. The latter is very susceptible to 
the irritative and digestive qualities of acid 
peptic juice. The sling of the right crus of the 
diaphragm about the hiatus, the lower esopha- 
gus, as well as the latter’s oblique angle of 
entrance into the stomach, probably all con- 
tribute to the sphincter action. If normal ana- 
tomic relationships are disturbed the sphincter 
mechanisms often become ineffective. Regur- 
gitation of gastric juice may result in esopha- 
gitis, peptic ulceration and eventually in stric- 
ture formation. Symptoms of peptic ulcer are 
produced. All the complications of peptic ul- 
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ceration i.e. bleeding, perforation, obstruction, 
etc., may develop. Substernal or epigastric 
pain, heart burn, sour eructations and difficulty 
in swallowing are common complaints. Hema- 
temesis and melena are sometimes massive but 
more commonly bleeding is insidious and may 
be manifest only as an unexplained secondary 
anemia. 

Herniation of the stomach into the chest 
causes symptoms as a result of its distention 
or partial obstruction. Emptying is delayed or 
incomplete. The heart or lungs may be com- 
pressed. Epigastric or substernal discomfort 
or fullness following meals, belching, nausea 
with or without vomiting are frequent mani- 
festations. Precordial distress and shortness of 
breath may be present. Pain occasionally radi- 
ates into the back or into the left shoulder and 
arm to stimulate angina pectoris. Peptic ulcer- 
ation may occur in the gastric mucosa of the 
herniated stomach pouch. Here again symp- 
toms and complications of peptic ulcer may 
supervene. In fact, it is usually such a gastric 
ulcer that is responsible for the severe exsan- 
guinating hemorrhages that sometimes occur in 
patients with hiatal hernia.* 


Classification of Herniae 


Basically there are two types of esophageal 
hiatal herniae, sliding and parahiatal (para- 
esophageal). Occasionally they will be com- 
bined to form a third mixed or composite type. 
The rare congenitally short esophagus with 
thoracic stomach is not in the true sense a 
hernia although it is obviously important to 
differentiate such a situation from the thera- 
peutic standpoint. 

The sliding variety comprise eighty to ninety 
percent of esophageal hiatal herniae. The ab- 
dominal esophagus and stomach slide as a unit 
through the enlarged hiatus to occupy inter- 
mittently or sometimes permanently a position 
above the diaphragm. The sphincter mechan- 
isms at the esophagogastric junction are apt to 
become incompetent. Symptoms of gastric 
juice reflux tend to predominate although symp- 
toms from herniation of the stomach are com- 
monly present. For many years this variety 
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of hernia was termed short esophagus type. 
This terminology confused many to conclude 
that the esophagus was truly short so that it 
could not be properly brought below the dia- 
phragm. Such a concept discouraged surgical 
correction. This is now recognized to but 
rarely be the case. The esophagus almost uni- 
formly can be placed into its normal relation- 
ships whether or not this fact can be readily 
demonstrated in roentgenologic studies. 

In a parahiatal hernia the esophagogastric 
junction remains below the diaphragm in its 
normal anatomic position. The sphincter action 
preventing regurgitation usually remains intact. 
The fundus and greater curvature side of the 
stomach ascend alongside the esophagus into 
the chest for varying distances. In extreme 
instances the stomach may appear in radiologic 
studies to be upside down within the chest. 
Symptoms of displacement of the stomach into 
the chest predominate. Occasionally evidences 
of sphincter incompetency are manifest. 

The composite or mixed type hernia is the 
least common and is associated with a mixture 
of symptoms. Either group may predominate. 


Diagnosis, Clinico-Pathologic Correlation 
of Symptoms 

The diagnosis of an esophageal hiatal hernia 
may be suspected from questioning the patient. 
Its presence is best verified by roentgenologic 
demonstration following a barium meal. Prone, 
supine and oblique Trendelenburg positions 
may be necessary for effective demonstration. 
Changes of esophagitis or stricture may be 
noted. 

Esophagoscopic studies are indicated to de- 
termine the presence of esophagitis or stricture 
and to rule out other intrinsic disease of the 
esophagus. This examination may be the de- 
ciding factor in determining the desirability of 
prompt surgical treatment. Ordinarily opera- 
tion should not be delayed if marked changes 
are present. 

In more obscure situations where symptoms 
suggesting gastric juice reflux are present in 
the absence of esophagoscopic evidence, or 
when symptoms are simply those of gastric 
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herniation, evaluation becomes more difficult. 
One of the most helpful aids is to hospitalize 
the patient for a period of closely controlled 
observation. 

Exceedingly important is the fact that symp- 
toms from an hiatal hernia are aggravated by 
postural positions which tend to cause or to 
increase herniation of abdominal contents into 
the chest, i.e. reclining, stooping, straining, etc. 
This is especially apparent after a heavy meal 
or after retiring. Patients will often arise from 
bed and walk about the room to secure com- 
fort. Belching, regurgitation, or the ingestion 
of alkalis may relieve symptoms. 

Repeated questioning and observation may 
establish relationships of this sort which were 
not apparent when the patient was questioned 
initially. Sometimes quite bizarre symptom 
complexes exist. In one of our patients whose 
sole complaint was intermittent and at times 
agonizing left subscapular pain such postural 
relationships were established. Surgical repair 
of the patient’s hiatal hernia completely re- 
lieved symptoms. 

As symptoms arising from organic disease 
of other organs may mimic those of an hiatal 
hernia it is important to diligently determine 
if there are coexisting disorders. Cardiac or 
pulmonary disease, duodenal ulcer, cholecys- 
titis and pancreatitis are the most important. 
Gallbladder disease is associated in as high as 
twenty-five percent of patients.’ Coexisting 


diseases which are surgically remediable are 
usually located within the abdomen. At times 
their presence cannot be excluded conclusively. 
When either of these conditions prevail laparo- 
tomy is advisable to accurately define or correct 
the other conditions and concomitantly repair 
the hiatal hernia. Occasionally an entirely un- 
suspected associated pathologic lesion will be 
encountered at laparotomy. The differential 
diagnosis of gastrointestinal bleeding may be 
especially confusing. 


Surgical Repair 

The operation enjoying widest popularity for 
repair of an esophagea! hiatal hernia is the 
Allison repair’ with or without minor modifica- 
tions. Essentially this procedure restores nor- 
mal anatomic relationships of the diaphragm, 
esophagus and stomach. The hernia sac is 
eliminated. The separated muscle fibers of 
the right crus of the diaphragm forming the 
hiatus are reapproximated posterior to the 
esophagus. The lower esophagus is anchored 
to the subdiaphragmatic fascia adjacent to the 
circumference of the hiatus. 

This operative repair may be accomplished 
utilizing either a transthoracic or a_ trans- 
abdominal approach. The abdominal route is 
indicated for the majority of patients.*. Symp- 
toms will be controlled in nearly all instances 
if patients are properly selected for the opera- 
tion. 


Summary 


Esophageal hiatal hernia is a common dis- 
order. In some instances it is a relatively be- 
nign condition. In others it may be progres- 
sively disabling and even endanger life. Delay 
in surgery repair may prove disastrous. Recent 


advances have led to improved surgical results. 
Proper selection of patients for operation has 
become increasingly important. This may prove 
to be a complex and perplexing problem. Meth- 
ods of arriving at a conclusion are presented. 
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“LIVE AS TO DIE TOMORROW 
LEARN AS TO LIVE FOREVER.” 


These two short lines from Isi- 
dore of Seville are sufficient to fur- 
nish a philosophy and a way of life 
for every physician. Such a philos- 
ophy and such a way of life are 
musts for every true physician. 
They must constantly be striven for. 
They have made many of the great 
doctors of the past (as well as of 
the present) stand high above their 
fellowmen. Such qualities are not 
transmitted through the genes, 
though, but have to be worked for 
and attained anew by each succeed- 
ing generation. Neither are they ob- 
tained from textbooks. Some of us 
have been fortunate enough to have 
been brought up in families in which 
such qualities were inculcated from 
birth; others have not. 

If present then, how are they to 
be fostered? And if not present, 
how are they to be attained? 
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ine vos liberabit (The truth 
will make you free) was adopted as the motto 
of a great university—Johns Hopkins—at its 
founding. Certainly that should be the motto 
of every doctor. Scientific and medical truths 
are obtained from textbooks in college and 
medical school, but the doctor who knows 
scientific and medical facts alone is indeed 
poorly educated. 

Every man planning to study medicine should 
delve as deeply as possible into the humani- 
ties while in college. Many medical schools 
now are lamenting the fact that their students 
are not well grounded in the humanities. That 
is largely the fault of the medical schools. If 
they saw fit to put in their catalogs require- 
ments in the humanities as well as the sciences, 
as prerequisites for entrance, this fault could 
be easily remedied. Competition for places in 
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medical schools and the emphasis on the 
sciences has been such as to discourage men 
preparing for medicine from taking courses in 
the humanities and to encourage them to take 
far more science than is necessary. 
History 

But even if the young man entering medical 
school has had a broad general education in- 
cluding the humanities, he must continue his 
search for the truth outside of medical and 
scientific subjects, not only through medical 
school but through all the rest of his life. In 
the first place, he should know history. No 
man can have a sense of the present or a mir- 
ror of thé future unless he knows something 
of the past. Contrary to the opinion of some, 
history is far from being a dull subject. Be- 
sides, much of our history today is written in 
a most intriguing and fascinating fashion. 


Biography 

Biography is another source of inspiration 
and truth. All of us should spend all of the 
time we can reading the lives of the great men 
of the past—both lay and medical. Many of 
them will inspire us to nobler and more sus- 
tained efforts and furnish us beacon lights to 
lead us along our way. It will soon become 
apparent too that on the whole the best doctors 
of previous generations were more erudite than 
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the best of the present generation. This is a 
situation which all of us should strive to 
correct. 

That we are living today in an era of social 
and spiritual degeneration is apparent to all 
of us who are old enough to have observed 
the changes in our political philosophy which 
have taken place during the last 25 years. We 
are now living in an era of “handouts” and 
“giveaways.” It is no longer the custom to 
push our endeavors “above and beyond the 
call of duty” for the good of the whole. On 
the contrary, we are being taught that we do 
not owe anything to our country, but that our 
country owes something to us. Such a false 
notion of society does not tend to develop dedi- 
cated doctors, and unless a doctor is dedicated, 
he does not belong in our profession. 


Tribute 


It is incumbent upon each member of our 
profession to strive to remedy whatever defects 
are in it, to keep it from being influenced by 
adverse current trends, and to make us worthy 
of the fine tribute which Robert Louis Steven- 
son gave us many years ago: “There are men 
and classes of men that stand above the com- 
mon herd, the soldier, the sailor, the shepherd 
not infrequently, the artist rarely, rarelier still 
the clergyman, the physician almost as a rule. 
He is the flower of our civilization and when 
that stage of man is done with, only to be mar- 
veled at in history, he will be thought to have 
shared but little in the defects of the period 
and to have most notably exhibited the virtues 
of the race. Generosity he has, such as is pos- 
sible only to those who practice an art and 
never to those who drive a trade; discretion, 
tested by a hundred secrets; tact, tried in a 
thousand embarrassments; and what is more 
important, Herculean cheerfulness and cour- 
age. So it is that he brings air and cheer into 
the sick room and often enough, though not as 
often as he desires, brings healing.” 


Taste 
The reading of good things is a natural with 
some people. Others have to be directed to it. 


MEDICAL TIMES 


4 
4 
q 


Any list is bound to be incomplete. Besides, 
no matter how erudite, we do not all have the 
same tastes. “What is one man’s meat is an- 
other man’s poison.” I could never get inter- 
ested in Tristram Shandy, which was a favorite 
of Osler’s. Yet I believe that there are at least 
three generations of physicians who believe that 
Osler was the greatcst physician of his day and 
certainly one of the most scholarly physicians 
of all times. I could only get mildly interested in 
another of his favorites—the Religio Medici of 
Sir Thomas Browne. My reasons for these 
views have been presented elsewhere.* 


Additions 

After publication of my first list,* a number 
of people wrote me approving the list, and some 
suggested additions. Among the additional 
books suggested were Albert Schweitzer’s Out 
of My Life and Thought and Abraham Flex- 
ner’s 1 Remember. 

In Albert Schweitzer we certainly have a 
most versatile, talented, and brilliant man, who 
was also an indefatigable worker. His book is 
most valuable in showing what a tremendous 
amount a man can accomplish in a lifetime if 
he really works at it. For me, it was somewhat 
spoiled by much discussion of opinions on 
church dogma and by too many abstract philo- 
sophical dissertations. 

Abraham Flexner’s book is a very valuable 
contribution, not only to the history of medical 
education in this country, but to the history of 
higher education in general. It held my interest 
throughout, although most of the facts presented 
were already known to me. It certainly is 
“must” reading for anyone not thoroughly fa- 
miliar with the history of higher education and 
especially of medical education in this country. 


Benefit 


Other valuable biographies omitted from 
my original list are Hertzler’s The Horse and 
Buggy Doctor, Axel Munthe’s The Story of 


* Koontz, A. R., Suggested Reading for Medical 
Students and Young Doctors. Md. State Med. Jour., 7 
309-315, June 1958. 
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San Michele, Hans Zinsser’s As 1 Remember 
Him, Fulton’s Harvey Cushing, Lewellys F. 
Barker's Time and the Physician, J. M. T. Fin- 
ney’s A Surgeon's Life, Helen Clapesattle’s 
The Doctors Mayo, Simon and James Flexner’s 
William Henry Welch and the Heroic Age of 
American Medicine, Hugh Young's A Surgeon's 
Biography, Lambert's A Yankee Doctor in 
Paradise, Victor Heiser’s An American Doc- 
tor’s Odyssey, and last but not least The Auto- 
biography of Benvenuto Cellini. Of course, 
there are many others. These are simply some 
that I liked and derived great benefit from. 


Neglected 

It is generally taken for granted that educated 
people are fairly familiar with the history of 
Europe and of the Americas. However, casual 
conversations with many supposedly well edu- 
cated doctors belie this supposition. History is 
entirely too much neglected both in our sec- 
ondary schools and colleges these days. 

“Progressive education” has pushed many 
worthwhile things into the background in favor 
of courses in “life adjustment” and allied bun- 
combe such as “Social, Psychological and Eco- 
nomic Foundatigns for the Enriched Teaching 
of Textiles and Clothing”’—the actual title of 
a course offered in one of our leading teacher's 
colleges. It is obvious that anybody who will 
think of tolerating that kind of stuff would not 
be interested in such a sound subject as history. 
Such people should be filed in the round file 
and forgotten. 

However, those who want to call themselves 
educated should learn European and American 
history if they did not learn it in high school 
or college. 


Asia 


It must be remembered also that there is a 
vast continent (Asia), which a great many of 
us know very little about. It might be well to 
remember also that Russia is really more 
Asiatic than European. It is, therefore, incum- 
bent upon us to know something of the history 
of these vast areas. 

Before traveling in Russia and Asia a couple 
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of times, I found it not only highly profitable 
but enormously entertaining to read the follow- 
ing: Harold Lamb’s Genghis Khan; Tamer- 
lane; The March of the Barbarians: The Mon- 
gol Dominion to the Death of Kubilai Khan; 
Omar Khayyam; Nur Mahal (the favorite wife 
of Jahangir, the fourth Mogul Emperor, who 
not only controlled all of the intrigues of the 
Harem, but also pretty well controlled the Em- 
peror himself); The Crusades (two volumes); 
Suleiman the Magnificent; The March of Mus- 
covy (how the Tartar yoke was broken, and 
about Ivan the Terrible and the growth of the 
Russian Empire); The City and the Tsar (a 
life of Peter the Great); Soloveytchick’s Potem- 
kin (one of Catherine the Great’s principal min- 
isters ); Parkes’ End of an Exile (about Israel); 
Penrose’s The Palestine Problem: Retrospect 
and Prospect; Caldwell’s The Korea Story; and 
Lyons’ Just Half a World Away (an account 
of the New India). 

Then there are such semihistorical novels as 
Margaret Landon’s Anna and the King of Siam 
and Morris’ The Wise Bamboo, the latter being 
about Japan. Also, Jhabvala’s Amrita—a novel 
about India by an Indian. And finally, Kawa- 
saki’s The Japanese Are Like That. These, of 
course, are sidelines and not intended to be 
included in any lists of musts. They are, how- 
ever, fascinating and a great contribution to 
the knowledge of a vast section of the world 
that is rapidly becoming more and more im- 
portant to us. 


Travel 

Among the travel books about Asia I rec- 
ommend The Travels of Marco Polo and Rich- 
ard Halliburton’s The Royal Road to Romance, 
and Second Book of Marvels: The Orient. 
Good travel books are advantageously read be- 
fore going to a place and are doubly interesting 
after one has made the visit. Before or after 
going to South or Central America one is bound 
to enjoy Halliburton’s First Book of Marvels: 
The Occident. 

It would be futile for me to attempt to make 
a list of all the great books of the world. There 
are many such lists. Certainly no busy doctor 
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has the time to read all of them. As this paper 
is meant for American doctors especially, I 
shall simply try to list a few, which it seems to 
me every American doctor should read. 


Osler 


In the first place, certainly every American 
doctor’s reading list should be heavy with the 
works of Osler, who was not only one of the 
greatest physicians of all time but one of the 
greatest masters of the English language. His 
Aequanimitas and Other Addresses is not only 
a volume of wonderful addresses couched in 
the most polished and erudite language, but 
also contains a list of bedside reading which it 
would pay anyone to peruse. His A Way of 
Life is a short, pithy, meaty address delivered 
at Yale in 1913. The Evolution of Modern 
Medicine is a short and fascinating history of 
medicine. Every doctor who can possibly do 
so should get a copy of his The Principles and 
Practice of Medicine — either in the original 
edition or in one of Osler’s own revisions of 
the original edition. If any other textbook was 
ever written in such beautiful English, it has 
escaped my notice. 


Great Scientist 


By all means everyone should read Harvey 
Cushing’s The Life of Sir William Osler, which 
is one of the most fascinating biographies I 
have ever read, and as a lover of biographies 
I had read many fascinating ones. 

Certainly among the first things that any 
medical student should read is Vallery-Radot’s 
The Life of Pasteur. This is a charmingly writ- 
ten book about one of the world’s greatest scien- 
tists. His life was one of unbelievable accom- 
plishments and should serve as a great inspira- 
tion to any young medical neophite. 


Halsted 

Then there is MacCallum’s William Stewart 
Halsted: Surgeon. Halsted’s life was one re- 
plete with difficulties and accomplishments. Yet 
he became the greatest American surgeon. Be- 
ing a great experimental surgeon and a great 
admirer of the English experimental surgeon, 
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John Hunter, he named his laboratory of ex- 
perimental surgery “The Surgical Hunterian 
Laboratory” and made Harvey Cushing (then 
on his house staff) its first director. 

A British surgeon recently said to me that 
he considered Halsted the first modern surgeon 
because he enunciated almost all the principles 
by which all surgeons have worked since his 
day. 

Besides establishing these principles and de- 
veloping many new and original operations, 
he also originated the residency training pro- 
gram in surgery. It is sometimes said that Hal- 
sted got this from Billroth. This is not correct, 
because the German preceptor system is en- 
tirely different from the American residency 
system. His residency training program resulted 
in his training many more topflight surgeons 
than a German system could possibly train by 
the preceptor system, under which a man might 
stay on as first assistant for years until he got 
a professorship someplace else. 


Treatise 


The Confessio Medici is an_ entertaining 
philosophical medical treatise of anonymous 
authorship, but which was almost certainly 
written by Stephen Paget. The short time taken 
to read this book will well repay the reader for 
his trouble. 

Robert Burton’s The Anatomy of Melancholy 
drags in spots but is full of wit and humor; 
certainly every doctor should read it. Rabelais’ 
Gargantua and Pantagruel is even more fas- 
cinating, and as Raymond Pearl says, should 
be read by everyone (at least every doctor) 
who calls himself a man. 

And while on medical things, I wish to call 
attention to Raymond Pearl's To Begin With, 
Being Prophylaxis Against Pedantry. This is 
a charmingly written little book in which he 
lists 70 books of recommended reading and 
gives after each title his reasons for recom- 
mending it. 


Socrates 


In recommending Plato, I can do no better 
than to quote from Dr. Pearl: “Everybody who 
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calls himself a man ought to read and re-read 
Plato’s Euthyphro, The Apology, and Crito. 
Socrates was undoubtedly a pest. Every right- 
thinking, forward-looking one-hundred-percent 
Athenian regarded him as a dangerous nuisance 
who ought either to be deported or killed, and 
preferably the latter. If he were in our midst 
today, he would meet a precisely similar fate 
at the hands of the Rotarians, Kiwanians, and 
other orthodox uplifters, that he did from the 
Dikastery. And for two simple reasons. He 
was a superior man and he was aggressively 
attacking Fundamentalism. The Apology is 
perhaps the noblest document the human mind 
has ever achieved. In it there is to be found 
none of that oily, nauseating, striving to recon- 
cile superstition with science as mutually com- 
patible ideas, which is so much to the fore to- 
day. The familiar premise that Socrates was 
a man is right. He was.” 

I haven't looked up the dates, but Dr. Pearl 
probably wrote this at about the time of the 
famous “Monkey Trial” in Tennessee, during 
which, if the defense did not succeed in proving 
that men are descended from monkeys, the 
plaintiff, represented by William Jennings 
Bryan, certainly succeeded in proving that some 
men are monkeys. 


State of Affairs 

Recently I was walking along the huge main 
corridor of the Johns Hopkins Hospital talking 
with one of my colleagues about the present 
day sad state of affairs—the lack of responsi- 
bility, the willingness to “let George do it,” 
and the eagerness to accept benefits of any 
sort, especially from the government. My 
friend, who is ten years my junior and who 
served under me in the Pacific during World 
War II, pulled me over into an alcove, grabbed 
me by the lapels of my coat and said, “Now 
look here, you are just a young fellow and 
don’t understand about these things. The rea- 
son for all this is that people have lost their 
spiritual values.” 

I now want to speak of two great Americans 
in whom the spiritual values were always upper- 
most. 
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Washington 

The first is the Father of his Country— 
George Washington. The unparalleled great- 
ness of this man is all too little understood by 
most Americans. I consider him the peer of 
any of the great men who have ever lived and 
believe him to have been excelled in greatness 
by no one. When he arose in the Virginia As- 
sembly and said “I am willing to raise and 
equip a thousand men from my private purse 
to go to the relief of Boston,” he was not mak- 
ing a vulgar display of his wealth nor trying to 
attract attention to himself. He did it because 
he fully believed that the Bostonians were right; 
and he would have been unfaithful to his own 
sense of spiritual values had he not done every- 
thing he could to help them. 

His modesty was proverbial. When the Vir- 
ginia Assembly gave him a vote of thanks for 
saving the remnants of Braddock’s Army after 
that pompous general’s disastrous defeat, he 
arose to his feet to express his thanks but was 
so overcome and confused that his embarrass- 
ment was immediately noticed by the speaker, 
who said, “Pray sit down, Colonel Washing- 
ton, your modesty is equal to your valor.” 

George III never had a more loyal subject 
than George Washington until he started treat- 
ing Americans as second class Englishmen. 
This, Washington would have none of, and 
once he turned his face against the mother 
country, he never turned back until American 
independence was secured. 

No man ever won a cause against more tre- 
mendous odds—the apathy of Congress, short 
term enlistments forcing him constantly to re- 
recruit his Army, indifference on the part of 
a large segment of the population, and the su- 
periority of British arms. Black as the picture 
looked at times, he never faltered. No other 
American would have or could have accom- 
plished what he did, and all this at enormous 
personal sacrifice. Not only did he love his 
home, which he had to be away from for years, 
both as Commander of the Continental Army 
and as President of the United States, but he 
endured enormous financial losses because he 
was not on hand to see personally that his 
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vast estates at Mount Vernon were properly 
handled. 

In Douglas Southall Freeman’s seven volume 
George Washington, we have a fascinating and 
scholarly account of the Great Man, written by 
a trained historian and one of the greatest mas- 
ter’s of the English language of our time. 


Lee 


Everyone knows that Robert E. Lee was a 
great general. Two British generals—Maurice 
and Wavell—have selected lists of the half 
dozen greatest generals of all time. They dif- 
fered in their lists except in two instances. Both 
of them included Lee and Napoleon. Maurice 
in summing up his account of the half dozen 
great generals said that they had all fought at 
different times and under different circum- 
stances, so it would be impossible to say which 
of the half dozen was the greatest. He said, 
however, that he was sure that when General 
Lee entered the Halls of the great Valhalla, he 
would be received by the rest of them as an 
equal. 

However, it is not because of his generalship 
that I urge all Americans to know General Lee, 
but because of his greatness as a man, entirely 
apart from his greatness as a general. It was 
his sense of spiritual values that made him re- 
fuse the appointment as Commander-in-Chief 
of the Federal Armies, resign his commission, 
and offer his sword to his native State of Vir- 
ginia. He loved the Union and did not want 
to see it dissolved. He said bluntly, sincerely, 
and plainly, “I wish to live under no other gov- 
ernment, and there is no sacrifice | am not 
ready to make for the preservation of the Union 
save that of honor.” 

He strongly felt, though, that his primary 
duty was to his native State. The Union had 
been formed out of a combination of States, 
each of which reserved its sovereignty, except 
in certain functions which were delegated to 
the Federal Government. No offer of prefer- 
ment could entice him away from the path of 
duty. 

Had he become Commander-in-Chief of the 
Federal forces, the course of the Civil War 
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would have no doubt been entirely different 
and he would now undoubtedly be acclaimed 
as one of the nation’s greatest heroes. Instead 
he fought with the South and suffered defeat, 
but Virginia Moore has said that “General Lee 
metamorphosed defeat to a spiritual victory.” 
He immediately turned himself to a_ useful 
pursuit in an effort to restore his native State, 
and advised all of his fellow citizens to forget 
the war and lend their energies to rebuilding 
their country. He became President of a small 
college—Washington College (now Washing- 
ton and Lee University) and there, by precept 
and example, did everything he could to bring 
up the youth of his State as fine citizens without 
bitterness or reproach. So that now he is con- 
sidered not simply a great Southerner, but a 
great American, as is exemplified by Gamaliel 
Bradford’s Lee, The American. This New 
Englander, in his short life of Lee, says in his 
preface that he has so titled his book because 


Lee belongs to the whole country, and not just 


to the South. I strongly recommend the read- 
ing of this attractive volume, but most of all 
should everyone read Douglas Southall Free- 
man’s four-volume R. E. Lee. Through his 
volumes on Washington and Lee this news- 
paper editor, research historian and master of 
English has shown himself to be among the 
greatest biographers of all time. 


Jackson 

I also recommend Henderson’s two-volume 
Stonewall Jackson and the American Civil War. 
A rarer dedicated genius than Jackson will 
hardly be found in all history. Colonel Hen- 
derson, a British officer, does a magnificent job 
in writing about him. 

I had the pleasure of serving with the British 
forces for six months during the latter part of 
World War I. I was told by British officers 
then that the campaigns of Napoleon and 
Stonewall Jackson were studied in British mili- 
tary schools more than those of any other 
generals. 

In Wyman Park in Baltimore there stand 
on the same pedestal superb equestrian statues 
of Lee and Jackson done by the accomplished 


(VOL. 87, NO. 9) SEPTEMBER 1959 


South Carolinian sculptress, Mrs. Laura Gar- 
din Fraser. These are said to be among the 
finest equestrian statues in the world. Lee is 
depicted giving final instructions to his great 
lieutenant just before Jackson started, in the 
early dawn of that May morning of 1863, on 
his immortal march to encircle Hooker at the 
battle of Chancellorsville. I never pass the 
statues of these great men without giving them 
a military salute. 


Civilization 

There are two works which should be read 
by every man who wants to consider himself 
educated. There is also an additional reason 
for reading them, as there is for reading most 
history. They portray mistakes made by na- 
tions in the past which we show every evidence 
of imitating today. One is Gibbon’s The De- 
cline and Fall of the Roman Empire (six vol- 
umes). The other is Spengler’s The Decline of 
the West (two volumes). 

The former is fascinating reading and shows 
what may happen to a great empire when the 
politicians succumb to the temptation of keep- 
ing themselves in power by give-away pro- 
grams to the populace. 

The latter, tough going in some places, 
breathtaking and fascinating in others, shows 
what has happened to the various civilizations 
of the world, and points to the present threat 
to our Western civilization. I bought these two 
volumes when they first came out about the 
time of World War I, but read them only about 
ten years ago, because at the time they ap- 
peared I thought it was silly to think of the 
decline of the West. Now we are living wit- 
nesses to that decline. 

Spengler shows that the prevailing factor in 
the decline of all the civilizations has been so- 
cialism. The various Cultures of the world 
evolved into more practical Civilizations, which 
were eventually undermined by socialism. 
Greek Culture degenerated into Roman Civili- 
zation and Gibbon shows what happened to 
that—when the Greek soul was followed by 
the Roman intellect. 

Spengler considers Civilization as the termi- 
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nal phase of a Culture. He points out that the 
Civilizations in Egypt, India, and China degen- 
erated into a fellah-system. He designates the 
nineteenth century, only just ended, as the 
period in which Western Culture was trans- 
formed into Western Civilization. 

No keen observer will question the deteriora- 
tion of our Western Civilization during the 
twentieth century. Nation after nation has de- 
generated due to the acceptance of wornout 
ideologies, which brought ruin to former civili- 
zations. Demagogism has been substituted for 
leadership and the lessons of the past have 
been ignored. 


Novels 


There are certain novels which are classics 
and which everyone should read. For instance, 
George Eliot’s Middlemarch — a fascinating 
novel about a young doctor in England. 

The novels of the remarkable Tolstoy give 
an excellent picture of the Russia of his time. 
The fine family life of the old Russians is well 
portrayed in Anna Karenina and in War and 
Peace. Resurrection shows what it was like to 
fall afoul of the law and be sent to Siberia un- 
der the Czarist regime. But even as bad as 
things were then, they were mild as compared 
to what has happened to Russia under the brut- 
ish masters of the Kremlin. 

Cervantes’ Don Quixote, Fielding’s Tom 
Jones, Flaubert’s Madame Bovary, and Eugene 
Sue’s The Wandering Jew are all such outstand- 
ing novels that no one can afford to miss read- 
ing them. 

Then of course there is Mark Twain. 
Huckleberry Finn and Tom Sawyer are musts. 
Of all his works, I like best his /nnocents 
Abroad, which is one of the most interesting 
and debunking travelogues imaginable. 

And there is Dickens, especially David Cop- 
perfield, Martin Chuzzlewit, A Tale of Two 
Cities, and Great Expectations. The Decam- 


eron of Boccacio should need no urging. Kip- 
ling should never be left out of any list. Among 
my favorites are Kim, The Barrack Room Bal- 
lads, and The Light That Failed. 

And, 


of course, everyone should read 
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Shakespeare and read him widely—not only 
his plays but also his sonnets. There are many 
other things which cannot be mentioned here, 
But the doctor who gets a taste for reading 
will never be content after he has finished read- 
ing one good thing, but will be constantly think- 
ing about what he can read next with the most 
profit. The selection is difficult as so many 
good things have been written and are con- 
stantly being written. 


Time 

The question may well be asked when is a 
busy doctor to find time for reading non-medi- 
cal things. All good doctors are busy. Nat- 
urally the practice of doctors varies greatly. 
With some their entire professional activity is 
taken up with practice and reading the medical 
literature. Others write articles of various sorts. 
Some, besides their practice, engage also in 
research. 

Those engaged in research will be interested 
in President Gilman’s remark: “Only to those 
who engage in research come the scent of un- 
cut flowers and the song of untamed birds.” 
This does not mean, of course, that every doc- 
tor should engage in research. It is obvious 
that that cannot be. Some have a flair for re- 
search and others do not, but at any rate, no 
matter what line a doctor’s professional activi- 
ties may take, it goes without saying that he 
will always be busy. This means that he will 
have to spend his evenings in keeping up with 
the medical literature, writing papers, attend- 
ing medical meetings, staff meetings, commit- 
tee meetings, etc. 

When, then, is he to have time for outside 
reading? Only by utilizing scraps of time. 
Books should always be kept on the bedside 
table. A few minutes to half an hour or more 
can always be used in reading before the bed 
lamp is turned out. If there should be periods 
of wakefulness, this is a blessing in disguise— 
there is more time for reading. Books should 
be carried in every overnight bag. There is 
always time for reading while waiting for trains 
or planes. A lot of reading can be done en 
route. Vacations offer additional reading time. 


MEDICAL TIMES 


] 
4 
= 


A course of reading such as outlined will 
mean less parties, the pleasure of which is 
ephemeral, but will furnish much more lasting 
joys. After all, a dedicated doctor, while he 
may like parties as much as anyone, cannot 
be too much of a party man. His energies must 
be conserved. He cannot fall too much into 
the philosophy of Edna St. Vincent Millay in 
her lines: 

My candle burns at both ends 
It will not last the night 

But oh my friends! 

And ah my foes! 

It gives a lovely light. 

Ars longa, vita brevis (Art is long, time is 
fleeting). There is never enough time in a 
doctor’s life. He, therefore, cannot afford to 
waste his time with dull people but cannot 
spend too much time with people who have 
really something to offer. New ideas are ob- 
tained from people as well as from books. 
(What Boswell got from Johnson is a classic 
example of this.) 


Sound Education 

I agree with Osler that every doctor is a 
better doctor for being well read. It broadens 
him and gives him more of a human touch. 
History and biography are my favorites with 
an occasional historical novel. Detective stories 
are interesting, but how any doctor (as some 
do) can spend all his spare time reading de- 
tective stories is more than I could ever pos- 
sibly figure out. (Of course everyone should 
read some of Conan Doyle’s Sherlock Holmes 
stories.) A knowledge of history and the hu- 
manities will give “a pleasure not to be re- 
pented of.” No soundly educated doctor is 


ever puffed up by his own knowledge. He 
knows with Socrates that the more one knows, 
the more he knows how little he knows. But a 
thorough and persevering pursuit of knowledge 
will give lasting pleasure. In the words of Vir- 
gil “Haec olim meminisse juvabit” (These 
things will be pleasant to remember hereafter). 
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JOHN B. GREGG, M.D. 
Iowa City, Iowa 


JAMES F. KAVANAGH, M.S. 
Vermillion, South Dakota 


Doctor, Why Doesn’t 


Pysician are frequently asked 
by the anxious parent of a young child, “Doc- 
tor, why doesn’t my child talk?” Or a more 
specific parent may say, “Why doesn’t Herbie 
speak as clearly as his sister. Is he deaf or 
do you think we should just have his tongue 
clipped?” Parents who feel quite confident 
about other child-rearing problems will be 
grossly misinformed concerning their child’s 
speech development. Unfortunately, the fam- 
ily doctor, to whom they may first bring the 
child when they decide that something must 
be done about his speech, is often similarly 
confused by this extremely complicated yet 
vitally necessary function of human beings. 

Although it is the purpose here to draw par- 
ticular attention to the role that hearing plays 
in the learning and refining of the speech and 
language functions as viewed from the diag- 
nostician’s vantage point, a discussion of etio- 
logical factors other than hearing must also be 
presented. In the doctor’s office when advice 
is sought by parents who state that their child 
has a speech problem it must first be deter- 
mined whether the child is actually a speech 
defective. Is his speech atypical or abnormal? 
These terms imply a significant deviation from 
that which can properly be expected in a child 
of a certain age, sex, physical conditions, men- 
tal capacity, and cultural background. 

It is indeed unfortunate that adults have no 
memory of the struggle which they went through 
to learn their native language. If they could, 
they would not expect a child to be able to 
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perfectly reproduce the intricately articulated 
sound sequences that are used in speech when 
he first begins to talk. Like all other motor 
skills, speech is a gradually learned process. 
If a baby has been reasonably healthy and re- 
ceived ample verbal stimulation, he can be ex- 
pected to utter his ‘first words sometime from 
ten to eighteen months after his birth. But 
these first words and the many that follow need 
not be perfectly uttered to be considered nor- 
mal. Not until a child is three and one-half 
years-old may he be expected to have mastered 
such sounds as the m, p, b, w, and h. Many 
children who will ultimately have completely 
normal speech will not have developed the 
more difficult consonant sounds such as the 
Ss, z, r, th (as in thick), and wh until they reach 
their eighth birthday. For a child of three years 
to have trouble producing an s, th, or r is just 
as normal as for the same child to have diffi- 
culty catching a baseball. Parents so often com- 
pare one child with another and expect, because 
of their ages, the children to have similar 
motor control. Templin' has shown that among 
normal children girls approximate mature ar- 
ticulatory skill with speech sounds a full year 
before the average boy. 

Not only must the examining physician be 
concerned with the child’s ability to articulate 
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My Child Talk? 


vowel and consonant sounds but he should 
note the amount of speech the child uses. The 
parents may indicate that their child of three 
years can say a few words but usually points 
to what he wants rather than asking for it. In 
many instances this pattern represents lack of 
stimulation, especially in a younger child or 
one who is catered to and will resolve in time. 
Gesell* reports that the average normal child 
of three years will have a vocabulary of nine 
hundred to twelve hundred words, used in well- 
formed sentences. He will refer to himself by 
the appropriate pronoun. By four years his 
vocabulary will contain fifteen hundred words 
including the common conjunctions. Although 
there may still be some articulatory errors 
(sounds substituted, distorted, or omitted), by 
five years the child’s speech should be one 
hundred percent intelligible. 

Once satisfied that the child’s speech is suf- 
ficiently deviant to warrant special attention, 
the physician should determine the nature of 
the speech defect and, if possible, the etiologi- 
cal factors involved. Because in many cases of 
this type the family physician’s role is largely 
advisory, he may immediately refer the patient 
to a speech pathologist for a detailed study of 
the person and his speech, and when indicated, 
suggestions for a therapy program. If the men- 
tal capacity of the child is in question, referral 
may also be made to a psychologist or psycho- 
metrician. In evaluation and recommendations, 
however, it should be kept in mind that al- 
though there is a very high incidence of speech 
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FIGURE! Lateral! 
view of the impor- 
tant speech forming 
structures. See text 
page |108. 


defects among mentally retarded children, low 
intelligence is probably not the primary cau- 
sative factor of defective articulation. Barring 
endocrine disturbances (Cretinism), mongol- 
ism, brain injury, or hearing loss, if the child 
can achieve a mental age of about seven years, 
he should be able to articulate all English 
sounds. On the other hand low intelligence is 
likely to greatly affect the linguistic develop- 
ment of the child. Yet in an individual with 
low mentality the end product could hardly 
be considered atypical for the particular child. 

In instances where the speech pathologist 
and psychologist are not immediately available, 
the physician should complete the medical ex- 
amination before referral. On other occasions 
especially in isolated communities he may be 
the only one who can help the child. If physi- 
cal causative factors for the speech defect are 
found they should be corrected insofar as pos- 
sible. Then the assistance of a speech path- 
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ologist should be sought for further counsel 
and treatment. If physical defects are not im- 
mediately apparent, evaluation by an otologist 
and speech pathologist should be done as soon 
as possible. 

When taking the case history of a speech 
defective child, particular attention should be 
directed to both pre- and postnatal conditions 
which could affect the child’s acquisition of 
speech. During the first year of life the child’s 
verbal utterances gradually change from the 
very gross asocial reflex vocalizations at birth 
through a stage of refined articulate babbling 
to a highly social echolalia in which the child 
often imitates the sounds of others. If poor 
health or isolation from others delay this pre- 
speech vocalization, normal speech is not as 
likely to develop at the end of this year. Like- 
wise during the second year of life, which may 
be called the speech readiness period, if physi- 
cal or environmental conditions hamper the 
speech acquisition process, defective verbaliza- 
tion may result. Another important factor to 
be considered in each instance is the general 
development of other motor skills. Although 
some children with severe articulation errors 
will have shown no other motor inabilities, 
many will have been delayed in crawling, stand- 
ing, walking, feeding self, etc. 

The first purpose of the physical examina- 
tion of the child having a speech problem will 
be to determine whether any fault exists in 
the speech forming apparatus. This may be 
either a structural or a functional defect or 
a combination of the two. To do this a com- 
prehensive knowledge of the anatomy and 
physiology of the speech producing structures 
is invaluable. The components which are most 
important in the production and modulation of 
sound so that speech results are: 

1) the lungs, thoracic cage, chest, dia- 
phragm, trachea and the larynx, 

2) the pharynx (hypopharynx, oropharynx 
and rhinopharynx), 

3) the oral cavity which includes the tongue, 
soft and hard palate, the teeth, and the cheeks, 

4) the nose and paranasal sinus, 

5) the lips and facial muscles, 


6) the cranial nerves which supply the mo- 
tor and sensory fibers to these structures and 

7) the ears and the hearing apparatus, 

8) the cerebral function of the individual 
(See Figure 1). 

The fundamental sound is formed as a vi- 
bration of the vocal cords when a jet of air is 
forced through the larynx.*** This sound can 
be varied in pitch by the tension placed upon 
the cords by the laryngeal muscles. The basic 
sound is modified in character and quality by 
the positions of the pharynx, oral cavity, and 
facial motions. The nose and possibly the 
paranasal sinuses also modify the fundamental 
sounds and act as resonating chambers adding 
certain characteristics to the sound. After the 
original sound has undergone the various modi- 
fications in its distinctive quality with the ad- 
dition of overtones and resonance it emerges 
as a tone. But speech is not the product of a 
single tone. It must be developed by the addi- 
tion, subtraction and alternation of the com- 
ponents so that the audible symbols which 
emerge are recognized as syllables, words, 
phrases, sentences and paragraphs. The ability 
to utter a single sound or a group of sounds 
well does not necessarily indicate that fluent, 
running speech will result. After the ability to 
form sounds properly into word symbols ex- 
ists, then the development of fluent speech de- 
pends upon integration of the individual units 
at the cerebral level. This involves coordina- 
tion of motions, placement of sounds in their 
correct sequence with proper inflections, mem- 
ory and 

In the growing child, after he has learned 
to produce the fundamental sounds, develop- 
ment of speech revolves primarily around estab- 
lishing habit patterns for the placement of the 
tone modulating structures so that socially ac- 
ceptable sounds recognized as words result. 
It is at this stage that the majority of the speech 
problems arise. Most of the speech anomalies 
fall into the category of “functional speech de- 


fects,” those which are primarily the result 


of faulty production of the words so that un- 
usual or garbled sounds, rather than the desired 
words appear. These problems can usually 
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be solved quite easily by adequate and appro- 
priate therapy at the proper time. 

The pathological processes which usually 
preclude good spontaneous articulate speech in- 
clude the following: 

1) congenital abnormalities including the 
cleft lip and cleft palate defects, posterior nasal 
webs, laryngeal webs, macroglossia, maldevel- 
opment of the tongue, maxilla, mandible and 
oral structures, cerebral maldevelopment, 

2) cerebral palsy and children in whom 
there has been brain injury at birth involving 
the speech forming mechanism, 

3) brain damage which results from trauma, 
meningitis, encephalitis or poliomyelitis early 
in childhood, before speech has had a chance 
to appear. 

Pathological processes which may appear 
after birth and may interfere with spontaneous 
development of acceptable articulate speech in- 
clude the following: 

1) trauma to the voice forming structures, 

2) tumors such as laryngeal papillomas, 
hemangiomas of the tongue, pharynx and 
larynx, lymphangiomas and hygromas, various 
congenital cysts in the pharynx. True neo- 
plasms in the oral cavity, pharynx, larynx and 
trachea are not common in young children, 

3) inflammatory diseases including laryn- 
geal tuberculosis and stenosis, syphilis, laryn- 
gitis, 

4) lesions of cranial nerves, primarily the 
fifth, seventh, eighth, ninth, tenth and twelfth, 

5) maldevelopment of the facial oral and 
pharyngeal structures with the resultant defects 
such as abnormally open pharynx (rhinolalia 
aperta) or closed pharynx (rhinolalia clausa), 

6) hearing problems, 

7) dental abnormalities. 

So many individuals with severe malocclu- 
sions have normal speech that it is difficult to 
logically defend the necessity for good den- 
tal occlusion to produce acceptable speech. 
Although virtually every child is without front 
teeth during his sixth or seventh year only a 
small percentage have difficulty producing the 
sibilant sounds when these teeth return. It 
would seem more likely that the absence of 
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teeth or their irregularity can have a greater 
psychological effect on the child than actually 
preventing clear articulation. Nevertheless, a 
complete examination of the oral cavity should 
include the teeth. 

Of the processes which are of congenital 
origin or appear after birth and which inter- 
fere with speech development, the majority can 
be detected by careful examination and evalua- 
tion of the past history. The one factor which 
usually causes the most perplexing problems 
in children who are slow to verbalize is the 
question as to whether there is hearing and if 
it is normal. In some instances the problem 
cannot be answered immediately and time must 
be allowed for maturing of the child so that 
adequate examination is possible. 

Hearing losses in young children may be 
congenital or acquired.’* Congenital abnor- 
malities which prevent normal hearing are: 

1) Bilateral failure of development of the 
external ears and canals or the middle and in- 
ner ear structures. Cases with unilateral ex- 
ternal ear maldevelopment may or may not 
have one normal ear. 

2) RH abnormalities in the parents (Rh 
negative mother and an Rh positive father). 

3) German measles (rubella) in the mother 
during pregnancy. 

4) Congenital syphilis. 

5) Hereditary deafness. Of the congenital 
hearing losses all except the maldevelopment 
of the auricles, canals and middle ear structures 
are of the inner ear type hearing loss. Cases 
having maldeveloped ears may or may not have 
some deficiency of the inner ear structures. 
Children with bilateral abnormal auricles, 
canals and middle ear structures may have good 
cochlear reserve, amenable to treatment by 
amplification or possibly surgical repair of the 
defect. Of the children with bilateral involve- 
ment of the inner ear structures, treatment will 
revolve about utilization of any hearing which 
may be present. Many of these will require 
special schooling with lip reading instruction, 
auditory and speech training and amplification 
of sound. 

Of the acquired hearing losses of childhood, 
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FIGURE 2 Tuning fork tests. Weber's Test (lI, 
IV). [—Normal. Tuning fork not lateralized. 
1|—Bilateral conduction or inner ear hearing loss, 
tuning fork not lateralized. |II—Unilateral con- 


conduction impairment associated with eusta- 
chian tubal obstruction from hypertrophied 
adenoids or accompanying nasal allergy, acute 
and chronic otitis media (catarrhal, serous and 
suppurative), residual changes in the middle 
ears due to suppuration, and obstructions of 
the external auditory canals are the most com- 
mon. Meningitis or encephalitis may also cause 
deafness through damage to the brain or the 
central portions of the hearing mechanism. 
Certain chemicals which include quinine, strep- 
tomycin, kanamycin, aspirin, and arsenic may 
also cause damage to the neural portion of the 
hearing apparatus. In recent years, with the 
widespread dependance upon antibiotics to 
treat respiratory infections, residual otitis media, 
secretory otitis media and chronic eustachian 
tubal obstruction have become more common 
as Causative agents in conduction hearing loss 
of childhood.'*'* When the antibiotics alone 
are used to treat otitis media, quite often serous 
fluid or gelatinous fluid in the middle ear space 
is overlooked. If untreated this may result in 
fibrotic changes in the middle ear. In instances 
in which the hearing does not return to normal 
despite adequate treatment with antibacterial 
agents, impairment in the function of the middle 
ears structures must be considered and elimi- 
nated. This may require eustachian tubal in- 
flation, or adenotonsillectomy with careful at- 
tention to the Fossa of Rosenmueller and pos- 
sibly radiation therapy to the eustachian tubal 
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duction hearing loss (right); tuning fork to bad 
ear. |!V—Unilateral inner ear heating loss (left): 
tuning fork to good ear. Air conduction com- 
pared to bone conduction (Rinne's test). 


area. Repeated eustachian tubal inflations may 
be required in resistant cases. Nasal allergy 
with hypertrophy of the mucosa surrounding 
the eustachian tubes must also be eliminated 
as a cause of chronic tubal obstruction. Wax 
in the ear canals may depress the hearing but 
should not do so to the degree that speech is 
impaired. However, any factor potentially 
detrimental to the hearing should be eliminated 
in a child with speech impairment. 

To determine whether a young child actually 
has hearing may be difficult and time consum- 
ing. Often it can be ascertained from the his- 
tory that at least some sound reception exists. 
Air conducted noises such as the spoken voice, 
the telephone bell, the doorbell, the sound from 
a radio or from some noise maker may alert 
the parents and the physician to the fact that 
at least a portion of the sound receiving struc- 
ture is functioning. Care must be exercised in 
this respect, however, to be certain that the 
stimulus has not been through vibrations car- 
ried in the floor, a chair or some other trans- 
mitting medium. If the mother is observant 
she often can supply small clues to the pres- 
ence of hearing. 

In the average family physician’s office com- 
plicated hearing testing apparatus is usually 
not present. For this reason available hearing 
testing procedures must be utilized. When at- 
tempting to evaluate a hearing loss or speech 
defect in a child, it is important that the exami- 
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V—Normal. Air conduction (A.C.) exceeds 


equals 


bone conduction (B.C.). VI—Conduction impairment. Bone 
conduction exceeds air conduction. Vil—Inner ear hearing 
loss. Bone conduction less than or equal to air conduction. 


nation be thorough but gentle. If the child is 
frightened or hurt by the examiner, antagonism 
on the part of the child appears immediately, 
often to the point that comprehensive evalua- 
tion of the problem is not possible. While deal- 
ing with an apprehensive child who understands 
at least some speech it is often wise to assure 
him that no shots, needles or unpleasant pro- 
cedures are to be used. When a child is un- 
usually timid, the examination may have to be 
done in stages with several day intervals so that 
the child can become accustomed to the ex- 
aminer and his methods. During the course of 
the investigation, the examiner should observe 
the child carefully, looking for responses to vo- 
cal stimulation, small startled responses or other 
indications that there is reception of sound. 
Small noise makers, tuning forks, hand claps 
or a sudden noise, made while the child's at- 
tention is distracted, may be used as an indi- 
cation of hearing. Often the response to a 
noisemaker may be slight, blinking of the eyes, 
turning the head, cessation of crying or attempts 
to localize the source of the sound. In some 
instances it may be noted that when a noise 
source or a tone such as that emitted by a tun- 
ing fork is held near the child’s ear he will turn 
the eyes. smile or give other indication of recog- 
nition. If tuning forks of different frequencies 
or noisemakers having different pitches are 
available it is possible to determine whether 
there is response in a range of sound. By these 
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means it can be determined roughly whether 
the given individual has the capacity to respond 
to sounds in the useful or speech range of 
sounds. It must be remembered that a startled 
response to a single sound or tone does not in- 
dicate that there is the ability to respond 
throughout the range of speech tones so that 
normal hearing and speech development will 
follow. 

In older children, spoken and whispered 
voice’? sounds may be used if the child is co- 
operative and there is some ,understanding of 
speech. By this means it can be determined 
roughly whether the hearing loss may be of the 
conductive or inner ear type. However, by 
this means only the grossest of hearing losses 
can be determined and if the responses are not 
within normal limits, thorough evaluation of 
the hearing function is indicated. A watch tick, 
comparing the child’s responses to the exam- 
iner’s own hearing in relation to the distance 
from the ear the watch can be heard, will help 
indicate loss of hearing in the high frequencies, 
suggesting an inner ear type hearing loss. 
Tuning forks can be used in a cooperative in- 
dividual to determine whether the hearing loss 
is of conductive or inner ear type, whether there 
is more affection of one ear than the other 
and the approximate amount of decrease in 
hearing acuity as compared to the examiner's 
hearing. If tuning forks are used at least three 
different frequencies (512, 1000, 2000 or 4000 


Vv Vi Vil 
. / 
/ | | 
R 
ac 
AC. 
A.C. 


cycles) should be used for accuracy (See Fig- 
ure 2). In the normal person, the tuning fork 
held on the top of the head will be heard as 
in both ears, within the head or somewhere in 
space. Bilateral conduction type deafness and 
bilateral inner ear deafness do not lateralize 
the tuning fork unless one ear is definitely 
worse than the other. In unilateral conduction 
hearing loss, the fork will lateralize toward the 
affected ear while in unilateral inner ear hear- 
ing loss the tuning fork is heard in the better 
ear, usually most noticeable in the high fre- 
quencies. In the normal individual, bone con- 
duction, tested by holding the tuning fork firmly 
against the mastoid bone, is reported as less 
loud than air conduction as tested by holding 
the vibrating tuning fork in front of the ear 
canal. In conduction type hearing loss, bone 
conduction exceeds air conduction. In inner 
ear hearing loss, bone conduction is less than 
or equals the air conduction. 

The most accurate, commonly used method 
of determining the location of hearing loss in 
the sound spectrum is by means of the audi- 
ometer.*" The pure tone audiometer is 
probably the simplest, easiest, and with reser- 
vations, the most accurate method in common 
use of eliciting and tabulating the person’s re- 
sponses to given sound frequencies and con- 
trolled volume. With it a permanent record of 
the performance at a given time can be ob- 
tained and used for future reference. The pure 
tone audiometer is somewhat limited in its value 
in that it only tests certain selected frequencies 
from the entire audible sound spectrum. How- 
ever, if it is remembered that the pure tone 
audiogram represents merely a sampling of the 
individual's hearing at certain points in the 
sound spectrum and not a complete analysis 
of all the hearing or lack of hearing that he 
may have, it can be used to help diagnose the 
type and degree of hearing loss. 

In routine screen testing of hearing, pure 
tone audiometry with air conduction levels only 
will usually suffice. If hearing loss is found 
complete hearing testing, including pure tone 
audiometry with air and bone conduction levels 
and speech audiometry, should be done. Speech 


audiometry can be presented accurately either 
with the human voice and an amplifier or with 
recorded speech. By testing for the speech re- 
ception threshold, it is possible to obtain a more 
complete idea of the social adequacy of the 
hard of hearing person. Many times, results 
will be quite different when a person is tested 
by pure tone and speech techniques. In the 
fitting of hearing aids, speech audiometry is 
of great value. Children in whom it is suspected 
that adenoid hyperplasia is the cause of con- 
duction hearing loss should be tested before 
and after inflation of the eustachian tubes. 

Refinements in the pure tone audiometer, 
designed to facilitate and expand the accuracy 
of the testing equipment are available. Notable 
examples are the self testing audiometer of Von 
Bekesey and the Psychogalvanic Skin Response 
(PGSR) instrument.** ** With the latter in- 
strument the principle of the conditioned skin 
response, similar to a lie detector, is utilized 
to determine the presence or level of hearing in 
a person in whom it is not known whether hear- 
ing is deficient or actually present. With in- 
creased application this apparatus may find 
good use in testing young children in whom 
hearing loss is suspected, but in whom results 
of other tests are equivocal. 

Because about five percent of school chil- 
dren have defective hearing from some cause, 
whenever possible hearing testing programs by 
the school nurses should be developed and 
maintained on a regular schedule (See Table 
1). Routine screen testing of all children at 
certain school levels such as the second or 
third and the fifth or sixth grades will help 
greatly in finding hearing loss problems. Be- 
low the second grade level children often do 
not understand what is desired of them in a 
hearing testing program and do not give con- 
sistent or good results. Also any child whose 
speech is faulty or school work is poor should 
be tested sooner and more frequently. Chil- 
dren in whom hearing losses are detected should 
be directed by the school nurse to their family 
physician for workup and treatment. These 
childrens’ hearing should be re-examined at 
regular intervals until it is determined that the 
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HEARING TESTS 


GROUP SWEEP 
TEST TEST TEST CASES 


2067 571 258 222 


Children group tested: 1) all third and sixth graders. 
3) Cases found to have hearing loss the previous year were 


teacher, regardless of the grade. 
re-tested. 


SPEECH TESTS AND THERAPY 


SCREENED BY 
SPEECH 
THERAPIST 


WITH SPEECH 
DEFECT 


IN SPEECH 
CLASSES 


1956 9028 1249 446 


1957 2333 1104 869 


1958 762 551 539 


NO. FOUND NO. ENROLLED DISMISSED To 


ACCEPTABLE THERAPY DROPPED 


INDIVIDUAL OLD REFERRED TO SPECIAL 
HEARING CLINIC 


28 


2) Children recommended by the 


REFERRED TO 
SUMMER SPEECH 
CLINIC 


AS CONTINUE 


63 38: 14 


313 506 


209 304 


SPECIAL SPEECH AND HEARING PROBLEMS FOUND AND TREATED, 1957-58 


COMBINED HEARING AND 
CLEFT PALATE SPEECH DEFECTS 


3 7 


TABLE | 


OPEN BITE, POOR OCCLUSION 
AND OTHER MOUTH DEFECTS 


56 


Results of hearing and speech testing programs in the Sioux 


Falls, South Dakota primary public schools (24 schools tested) 1957-58 


hearing loss is corrected or until it can be de- 
termined that more extensive therapy will be 
needed. 

In instances in which it is determined that 
repair of the hearing defect is not possible, re- 
medial schooling or special placement of the 
pupil in the classroom may be necessary. Often 
if there is residual hearing auditory training 
with amplification, lip reading and speech 
therapy will allow the individual to develop ex- 
cellent verbalization and understanding of 
speech so that he can take his place in the 
community.*° In previous times it was the 
policy to teach the “deaf mute” to speak with 
his hands. This made him a special individual 
who could fit easily only into a group of simi- 
larly handicapped persons. The present phil- 
osophy of treatment of deaf individuals em- 
bodies the attempt to qualify the person to take 
his place in society with as little difficulty as 
possible. 

What is the relationship between hearing 
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and a child’s ability to speak? 

There is wide evidence that peripherally deaf 
children will be delayed in the development of 
speech or will have errors of articulation be- 
cause they are unable to monitor their own 
speech efforts in comparison with the sounds 
made by others. Most of the studies of deaf 
and hard of hearing children indicate a higher 
percentage of speech sound errors among these 
groups than in normal hearing populations. 
Even a temporary hearing loss, if present dur- 
ing the early speech learning years, may leave 
its mark on the child’s speech. For example, 
if a child has a temporary hearing loss in the 
high frequencies (2000-8000 c.p.s.) he might 
develop a lateral lisp on the letter “s” which 
is normally a high frequency sound. If the de- 
fective sound has been learned while utilizing 
the impaired hearing, its reproduction in auto- 
matic speech is monitored kinesthetically and 
tactually as in normal speech habits but in a 
faulty manner so that the errors may persist 
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even after the hearing has returned to normal. 

It is also obvious that a patient whose hear- 
ing is impaired will not only experience dif- 
ficulty in articulating specific sounds, but will 
also have trouble controlling his vocal intensity, 
pitch variations, and the timbre or quality of his 
voice. Thus the person with a pronounced 
nerve deafness often speaks too loudly, and 
with a flat, lifeless voice. 

Another function which is associated with 
hearing acuity although at a different level, is 
the ability to distinguish the difference between 
sounds. While it is true that with hearing loss 
will come a reduction in discriminatory ability 
many patients with normal hearing may have 
great difficulty distinguishing the difference be- 
tween the sound they produce and the sound 
produced by another. The ability to differenti- 
ate sounds and to reproduce the socially ac- 
ceptable tones in their proper sequence in run- 
ning speech depends upon the development, 
maturing, memory and general cerebral func- 
tion of the individual. 

After it has been determined that there is no 
organic or physiological defect in the child hav- 
ing a speech problem and if the hearing is nor- 
mal, it can be concluded that the speech defect 
is primarily of a functional nature. Treatment 
of these problems revolves primarily around 
education of the child in the proper formation 
of the speech sounds. However, faulty con- 
cepts are frequently held by physicians and par- 
ents in the treatment of these patients. Too fre- 
quently the tonsils and adenoids are removed, 
the tongue frenum is cut or clipped or some 
other surgical manipulation within the mouth 
or pharynx is done to correct the defect. As 
a general statement surgical procedures are of 
little value in a purely functional speech defect. 
A nasal quality of the voice may be the result 
of hypertrophied adenoids but this does not 
preclude good speech. Enlarged tonsils alone 
do very little to change speech. The concept 
of “tongue-tied” as a cause of defective speech 
has undergone considerable revision in recent 
years. 

It is amazing that with all of the possible 
causes of speech defects, both organic and 


functional, that parents should so consistently 
ask the physician first to see if the child is 
“tongue-tied.” It would sometimes appear that 
these parents want the child to have some or- 
ganic defect and thus absolve themselves of 
any personal responsibility for the poor speech 
development. 

Because most physicians are aware of the 
excessive and indiscriminate clipping of the 
frenum of the tongue as was practiced by an 
earlier generation, they now infrequently con- 
sider this operation. Nevertheless each child 
should be examined as an individual and if 
the tongue can not be raised to the alveolar 
ridge above the upper incisors because the fre- 
num will not permit such movement cor- 
rective measures should be considered. It 
should be remembered, however, that many 
infants at birth will appear to have a very short 
frenum but if they can nurse, which requires 
vigorous tongue movement, the tissue will 
usually be stretched sufficiently to allow the 
tongue to produce speech sounds. 

A potential iatrogenic source of speech de- 
fects lies in injudicious and traumatic surgical 
procedures within the throat area, especially 
tonsillectomy and adenoidectomy operations. 
Following an inept tonsillectomy, scarring in 
the tonsillar fossae may result in rhinolalia 
aperta with the nasal voice. On children in 
whom there has been a cleft palate defect, ton- 
sillectomy and adenoidectomy should be under- 
taken only with caution. Scarring from the 
surgery in the tonsillar areas with retraction 
of the soft palate may increase the nasal voice. 
If tonsillectomy becomes indicated in these in- 
dividuals the operation should be done very 
carefully. Adenoidectomy in these children 
may increase the distance between the posterior 
edge of the soft palate and the posterior pharyn- 
geal wall producing rhinolalia aperta with ac- 
centuation of the nasal voice. Another situa- 
tion in which adenotonsillectomy may be fol- 
lowed by defective speech is the child in which 
there is a bifid uvula and possibly congenital 
palatal deficiency. Many of the persons who 
have a bifid uvula also have a weakness or sub- 
maneous defect in the midportion of the soft 
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palate.** Following tonsillectomy and adenoid- 
ectomy, many of these persons develop rhino- 
lalia aperta type speech due to the inability to 
approximate the soft palate to the posterior 
pharyngeal wall. This type defect can often 
be determined by digital examination of the 
soft palate and demonstration of a palpable de- 
fect in the deeper layers. In these instances 
care must be exercised in recommending adeno- 
tonsillectomy. Adenoidectomy operations 
should be done thoroughly but with as little 
trauma as possible because of the danger of 
injury to Passavant’s cushion. If excessive tis- 


During the course of an average year, speech 
problems will be presented to the average physi- 
cian on several occasions. In many instances 
the attitude adopted toward the problem will 
be “leave the child alone and it will come out 
all right.” Many times the policy of “letting 
nature take its course’ produces satisfactory 
results. However, this attitude is potentially 
the source of many problems if certain precepts 
are not recognized. The failure of a child to 
develop speech or to produce recognizable, 
satisfactory speech may be the result of many 
factors, some of which may have lasting effects. 
Therefore, the failure of speech development 
deserves more than cursory investigation. 

The physician's part in any problem of this 
sort often may be largely advisory. Yet it is 
best that he be able to evaluate each problem 
which is presented so that if factors other than 
simple immaturity are present, the problem can 
be handled expeditiously. In many instances 
anomalies in the speech forming mechanism 
are found but more important, failure to de- 
velop speech may be a symptom of impaired 
hearing. The latter factor is the most important 
one to be ruled out in such an instance because 
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Dilating Drops 


WILLIAM H. HAVENER, M.D. 
Columbus, Ohio 


es the group of useful 
drugs most neglected by physicians is that of 
the mydriatics. Unfounded legends have 
sprung up concerning the “hazards” of dilating 
pupils. The patient’s inconvenience or discom- 
fort following sympathomimetic dilatation has 
been exaggerated beyond any resemblance to 
the truth. Unfamiliarity with the benefits of 
mydriatic examination promotes an attitude of 
indifference toward these useful medications. 
The primary use for sympathomimetic my- 
driatics is to improve the physician’s view of 
the interior of the eye. It is appropriate to 
compare the view of the fundus through a 
small or dilated pupil with the view of a room 
as seen through a keyhole or with the door 
open! Through a dilated pupil, fundus details 
are observed with ease and can be studied much 
more accurately. Through a small pupil it is 
absolutely impossible to see the peripheral half 
of the retina or to visualize the most important 
macular area (because of interference from 
corneal reflexes at this angle of light incidence ). 
Small details of great diagnostic importance 
(diabetic microaneurysms, hypertensive arteri- 
olar attenuation, traumatic retinal holes, etc.) 
are readily overlooked through a small pupil. 
Good mydriasis is particularly important in 
the presence of eye disease. No physician can 
adequately evaluate complaints referable to the 
eyes, through miotic pupils. Symptoms which 
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especially demand thorough fundus examina- 
tion through a dilated pupil include recent on- 
set of floating opacities in the vision, relatively 
sudden decrease in visual acuity, loss of visual 
field, ocular pain, and redness of the eye ob- 
viously not due to superficial infection or aller- 
gy. Following contusion, thorough ophthal- 
moscopy is necessary to rule out internal eye 
damage. Eye disease often clouds the vitreous 
or lens and obscures fundus details. Good 
mydriasis usually reveals such details, which 
are hidden behind a small pupil. 

At this point we should deal with the often- 
heard comments such as, “Drops are unneces- 
sary.” “You can see everything you need 
through the average pupil.” “With practice 
you become expert at seeing fundi without 
mydriasis.” I shall meet these comments with 
the unqualified, authoritarian, flat statement 
that no other group uses the ophthalmoscope as 
much or develops such skill in its use as the 
ophthalmologists. This use of the ophthalmo- 
scope is under all conditions, including the 
extreme miosis of treated glaucoma. Without 
exception, ophthalmologists agree that mydri- 
asis aids fundus examination, and use mydria- 
tics routinely in their practices. We are not 
ashamed to admit we often cannot see diagnos- 
tically important details without the aid of a 
mydriatic. 

Sympathomimetic Mydriatics act by stimu- 
lating the dilator muscle of the iris. They may 
do this directly or indirectly. Direct acting 
sympathomimetic mydriatics, such as 10% neo- 
synephrine or 1% paredrine, mimic the action 
of sympathin (adrenalin) in causing normal 
pupil dilatation. Indirect sympathomimetics 
(cocaine, ephedrine) inhibit amine oxidase 
(which normally destroys sympathin) thereby 
permitting accumulation of physiologically 
formed sympathin. These drugs cause only 
slight interference with the important para- 
sympathetic function of accommodation. Be- 
cause of their vasoconstricting properties, 
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sympathomimetic mydriatics reduce the rate 
of aqueous secretion, and minimize the possi- 
bility of angle block by iris tissue. For this 
reason, sympathomimetic dilators may actually 
decrease temporarily the intraocular tension in 
chronic glaucoma, and are recognized to be 
unreliable drugs in provocative testing for 
glaucoma. 

Neosynephrine or paredrine are the mydria- 
tics of choice for use by the nonophthalmolo- 
gist. A single drop in each eye will produce 
fair dilatation within twenty minutes. If de- 
sired, a second drop may be instilled five min- 
utes after the first. The degree of dilatation 
varies with individual patients. In general, poor 
mydriasis is obtained in negroes and in in- 
flamed eyes. Duration of mydriasis also varies, 
from three to four hours to a day. These drops 
are not uncomfortable except for a transitory 
slight smarting. After instillation, they will be 
effective whether the patient has his eyes open 
or closed, or sits in a light or dark room. 

Parasympatholytic Mydriatics act by para- 
lyzing the constrictor muscle of the pupil. In 
addition, they always inhibit the ciliary muscle, 
thereby preventing accommodation. This may 
be quite annoying to the patient, since he can- 
not read or see near details. Parasympatholyt- 
ics are more likely to elevate intraocular ten- 
sion than are sympathomimetics. The common- 
ly used parasympatholytic mydriatics are 
Cyclogyl,® homatropine, and atropine. Vary- 
ing concentrations are available, however, all 
may be used in 1% strength. They are useful 
in refraction and in mydriatic therapy of in- 
flamed eyes. It is extremely important to know 
that atropine produces very prolonged cyclo- 
plegia in the normal eye. A single drop may 
keep a student from reading for more than a 
week! Atropine must not be used except when 
indicated for treatment of iritis, or other specific 
cause. Paradoxically, instillation at least three 
times daily is required in atropine treatment 
of iritis, for the inflamed pupil is most resis- 
tant to dilatation. 

Obviously all patients do not require mydri- 
atics. If there are no specific eye symptoms 
or if the patient has a disease known not to 


produce eye manifestations (or is perfectly 
healthy), the chances of finding significant fun- 
dus pathology are not great. Under these cir- 
cumstances a fair view of disc and vessels 
through the undilated pupil will be considered 
sufficient examination. Many younger patients 
have spontaneously large pupils which permit 
quite thorough fundus examination. 

If the patient may have disease known to 
produce eye manifestations, or if the diagnosis 
is in doubt, a good view of the fundus may be 
most helpful to the physician. Usually these 
problems arise in older people, who ordinarily 
have small pupils. Neosynephrine is very use- 
ful under these circumstances. 

Use of a mydriatic is practically mandatory 
in the evaluation of visual complaints such as 
floating spots, field loss, and sudden blurring 
or if there is unexplained eye pain or redness. 
A mydriatic is usually necessary for adequate 
evaluation of ocular contusion. Cycloplegics, 
of course, are most helpful in accurate refrac- 
tion, especially in younger persons. 


Precautions 

Before instilling mydriatics, a minimum phys- 
ical examination is necessary: 

1) Finger tension should be done to exclude 
obvious increased pressure. 

2) Inspection should rule out the rare case 
where the anterior chamber is so shallow the 
iris practically touches the cornea. These rare 
older individuals are predisposed to acute glau- 
coma and should not be dilated. 

3) If the pupil is miotic, due to treated glau- 
coma, this can easily be recognized. 

4) Findings indicating acute neurosurgical 
disease indicate caution in use of drops. 

If these few details are checked early in the 
physical examination, drops may be instilled 
and will have dilated the pupil for opthalmos- 
copy by the time you have finished examining 
the patient. Used in this way, mydriatics do 
not waste your valuable time. Following oph- 
thalmoscopy, it is good practice to instil 1% 
pilocarpine to hasten return of pupil size to 
normal. This should be done routinely if the 
patient is over forty years old. As with all 
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other eye drops, sterility is important. Do not 
contaminate the dropper by touching the pati- 
ent’s lids or your fingers. Holding a tissue be- 
low the eye to prevent tears from running down 
the checks adds greatly to the comfort of the 
patient. 


Contraindications 

Known glaucoma is a contraindication to 
dilating the pupil. This can be determined by 
asking the patient, by inspecting for the pres- 
ence of therapeutic miosis, by recognizing 
scars of previous glaucoma surgery, or by 
finding obviously elevated finger tension. Un- 
der these circumstances, dilatation should not 
be done except by the patient’s ophthalmolo- 
gist. The common type of glaucoma, chronic 
simple, which is so likely to exist unknown 
to patient and doctor, will NOT become acute 
with the use of neosynephrine, and will prob- 
ably continue to be undetected. The type of 
glaucoma which is precipitated by mydriatics 
is the acute form. This is due to a mechanical 
blockage of the angle by iris, and is quite un- 
common. Eyes predisposed to acute glaucoma 
may often be recognized simply through ex- 
treme shallowness of their anterior chamber. 
Statistically, a physician dilating many eyes 
during routine practice, might expect to pre- 
cipitate not more than one case of acute glau- 


coma during his lifetime. This occurrence can 
easily be recognized through pain, redness, 
and hardness of the eye accompanied by hazy 
vision and rainbow halos about light. If rec- 
ognized and referred immediately (following 
several drops of pilocarpine) no harm will 
be done. Great and unwarranted consterna- 
tion seems to be evoked by the possibility of 
producing such an attack, which might occa- 
sionally require surgery to cure it. As a matter 
of generally accepted medical fact, eyes of 
this sort should have surgery for their own 
good, regardless of the iatrogenic acute attack. 
I would consider an elevated tension following 
mydriasis to be a positive result to a diagnos- 
tic provocative test. Surely it is better to dis- 
cover glaucoma through such an elevation, 
and treat it, than to go gradually and insidi- 
ously blind in happy ignorance of your disease. 
In short, I think precipitating an acute glau- 
coma and recognizing it as such is not only 
not detrimental to the patient, but brings him 
under proper treatment. Fear of unrecognized 
glaucoma is NOT a valid reason for objecting 
to use of dilating drops. 

Unilateral dilatation of the pupil is a sign 
of grave significance in acute intracranial dis- 
ease. For this reason, approval of the neuro- 
surgeon should be obtained before dilating the 
pupils in such a case. 


Summary 


Neosynephrine is a safe and effective aid to 
ophthalmoscopy. Its use is strongly encour- 
aged for both medical and ophthalmic diagnos- 
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tic purposes. Known glaucoma and acute neu- 
rosurgical disease are the only real contrain- 
dications. 

Ohio State University Hospital 
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Art 


of Healing 


THOMAS W. MURRELL, M.D., LIT.D.D. 


Times change and men change with them. 
In medicine today miracles are being performed 
based on the perfection of technique but we 
are losing something. This loss shows up in 
the characters of the men who develop the 
techniques but lose touch with the human frail- 
ties of the man on whom the work is done. It 
is a fact, that perfection in medicine will never 
come through scientific approach alone. Human 
nature does not change. All go sooner or later 
to their inevitable end, but while here are acti- 
vated by those things which affect the mind, the 
spirit, and the body. 

The best in medicine of the past was ex- 
pressed in the character of the men who prac- 
ticed it. This produced a type which was re- 
vered as a humanist as well as a scientist. These 
men practiced the “Art of Healing.” This is 
an old, old phrase, and cannot be doubted as 
a real thing in the practice of medicine. What 
it is, and how to attain to it, will be the pur- 
pose of this analysis. 


, is a similarity in all human 
occupations, and the farmer and the physician 
have much in common in their basic thinking. 
The beginning of things is always a combina- 
tion of knowledge and labor, but two men do- 
ing things by the same formula get different re- 
sults. This has been noted so often in garden- 
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ing that the successful gardener has been said 
to have a “Green thumb.” In other words, 
there is art in doing things independent of the 
knowledge of what is to be done. 

The parallel to the pharmacist is the cook. 
In the cook’s life, the recipe is the primary 
thing but its management can produce varia- 
tions from the delicious to the inedible. That 
balm of early dawn, a cup of coffee, can vary 
from a work of art to a disappointing mess. 
This can happen in the compounding of pre- 
scriptions with no variation of essential con- 
tents. Herein lies the art of pharmacy. 

John Stuart Mills defines art as “Arranging 
the discoveries of science in a regular pattern 
for the benefit of mankind.” There is some- 
thing lacking here, for inspiration and a vision 
are real things, and “Without a vision the peo- 
ple perish.” To this writer, art consists in do- 
ing a normal thing so well it becomes better 
than the normal and therefore artistic. 

Craft is the education of the senses to do the 
will of the mind. Three men—Wordsworth, 
Mendelssohn and Corot have a vision of spring; 
so wonderful there is the urge to put this vision 
into a permanent form. Wordsworth, the poet, 
writes an ode to spring. Mendelssohn, the mu- 
sician, writes a spring song, and Corot, a 
painter, paints “Les Printemps.” These are ad- 


Dr. Murrell! is Professor Emeritus, Department of Der- 
matology, Medical College of Virginia. 
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mittedly artistic works but they are but thoughts 
made permanent by the means of craft. 

It is easy to conceive of two pianists with 
an equal technique. In two recitals, one will 
entertain you, the other will inspire you. How 
and why? The answer has always been that 
the inspirer was an artist, the other only an 
accomplished technician. Now if this be pat- 
ently true in many other fields of human en- 
deavor it must be true in medicine. 

In applying all this to the practice of medi- 
cine it becomes apparent that the knowledge 
of medicine is the scientific part but in the ap- 
plication of this knowledge there comes in art 
and so we approach to the art of healing. 

Man’s life may be described as a search for 
truth and beauty. The concept of beauty is 
easy to grasp, but truth is another matter. 
The trouble is that truth means many things 
to many minds. As Montaigne says, “The truth 
means divers things at divers times,” and any 


physician can understand George Eliot when 
she says, “The saddest thing in life is the truth 
from lips which have no right to speak it.” The 
commonest error of the unthinking is believing 


that a fact is the truth. If this were so, St. John 
could have written in his Gospel—*A fact shall 
set you free” and that would reduce the whole 
matter to an absurdity. 

A few years ago at a meeting of the Medical 
Society of Virginia in Washington, D. C. a 
panel was held. I am told, they were five, a 
moderator, two prominent clerics and two 
physicians. The question before the panel was 
“Should a patient, doomed to inevitable death, 
be told of the fact?” The panel decided three 
to two that this should be done, the two nega- 
tive votes being the physicians. 

I was irritated at the time, and still am for 
that matter, because this impresses me as pure 
professional back seat driving. It is also 
reminiscent of Aesop’s Fables with the ques- 
tion “Who shall bell the Cat?” Any physician 
knows that in one instance this might do good, 
but in another case would produce a hysteria 
of terror. Only the physician can make this 
decision and no man, however authoritative in 
another profession, can dare to advise him un- 
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less he is willing to stand by and assume his 
part of the responsibility for what happens. To 
illustrate consider these two case reports: 

Case One—When I was young I inherited 
a patient, a lady past middle-age, with an ad- 
vanced and progressive nephritis. Her eyes fail- 
ing, she consulted a prominent oculist, who 
knowing the background said after examina- 
tion, “Madam, I think it my duty to tell you, 
you have only three months to live.” This was 
on November 27. The reaction to this was ex- 
plosive. In a wild apprehension she started to 
ticking off on her fingers each day she had left 
to live. The three months were up on February 
27 of the next year, and two weeks before this 
she went into a profound hysteria, a sort of 
hypnosis. On the morning of the 27, I awoke 
early and was by her bedside at six o'clock. 
She was asleep. In about half an hour she 
awoke and said to me “What day is it?” “Feb- 
ruary 28,” I replied. “Then I did not die.” “Of 
course not, what have I been telling you all 
this time.” She actually did die the following 
fall, eight months after. Once that spring she 
came into my office and said, “You think you 
are so smart, here I have been signing checks 
one day ahead for the last three months.” I 
told a lie as far as a fact was concerned, but 
attained to truth in my duty to my patient. 

Case Two—tThe hottest spot in Hell has 
been reserved, I hope, for a woman who told 
the truth as she saw it. There was a prostitute 
in this town who became pregnant and was de- 
livered of a baby girl. She decided to live up 
to her new responsibility. The child was placed 
in an orphanage and the mother became a prac- 
tical nurse, and worked at the hospital where 
I, later on, interned. The years passed by and 
the child grew up. We would see her on Sunday 
afternoons when she came to see her mother. 
She was a rather pretty young thing whom the 
mother adored and out of her small salary 
bought her pretty things to wear. In time the 
girl told her mother she was going to get mar- 
ried. One night we interns were awakened and 
were told this mother had just swallowed a 
handful of bichloride of mercury tablets. Swift 
work saved her life and during her conva- 
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lescence I wormed from her the story. A neigh- 
bor had come to this girl and told her she 
thought it her duty to let her know that her 
mother had once been a whore. The girl 
phoned her mother demanding what she called 
the truth, and the fact not being denied told 
her mother she would never see her again. In 
a hysteria of frustration the mother took the 
poison. This is a drab story but remember the 
neighbor did tell the truth as far as the fact 
was concerned. 

In considering the art of healing our minds 
constantly go back to the hills around the Lake 
of Galilee for here was perfection. It is no ac- 
cident that Jesus of Nazareth was calied “The 
Great Physician.” Regardless of your theologi- 
cal conclusions, the record shows He was an 
uncompromising foe of pain and suffering. That 
line from a child’s hymn, “Gentle Jesus, meek 
and mild” is only fit for the thinking of a child. 
He was meek under the persecution and mild 
to the ignorant, but was not gentle to those 
who bred unhappiness. It was He who said, 
“He who offendeth one of these little ones, bet- 
ter were a mill stone tied around his neck and 
cast into the sea.” There is nothing gentle, 
mild or meek about this. Who are the little 
ones? They are the beginners in life. A medi- 
cal student is one of these little ones, and any- 
one who twists the idealism of youth to follow 
a cynical materialism (to my mind) comes un- 
der this condemnation. 

It is remarkable how good a technique can 
be developed by intelligent imitation. You see 
so often on the golf course, where a caddie de- 
velops a high type of golf by imitation of the 
club professional whom he admires; the grip, 
the stance and the swing, if done by the “Pro” 
is the right way, and because he imitates, the 
average caddy plays a better game than the 
average club member. 

Now, if Jesus was the greatest of the Physi- 
cians who employed the art of healing why not 
investigate the source of His power and maybe 
use it. 

All my life I have reverently said the Lord’s 
Prayer, and finished with “Thine is the power 
and the Glory,” but only as an old man have 
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I wondered what I meant when I said, “Power.” 
Men have a way of using words and reading 
meanings unto them which are simply personal 
interpretations. We commonly say, “It’s getting 
cold’ though we know there is no such thing 
as cold, only an absence of heat. We also say, 
“The dark comes on.” No such thing can be. 


” 


What we mean is “The light is leaving.” Now, 
if love be a spiritual energy there is no such 
thing as hate. It is entirely negative and inert. 
Is not this the real meaning of the text, “I say 
unto you, Love your enemies?” 

The word “Power” has been a troublesome 
word to all translators. It has a different mean- 
ing in the old as compared to the new testa- 
ment. The latest translators now render the 
word formerly used as power, as authority. 
J. Y. Campbell, professor of the New Testa- 
ment at Cambridge University, England, has 
recently written, “In the New Testament, au- 
thority is usually a translation of the Greek 
work ‘Exousia’ which strictly means derived 
or conferred authority. Since authority is value- 
less without power to make it effective, the dis- 
tinction between power and authority is a fine 
one and is often ignored in the English version.” 

To read the Gospel story as a news article 
is an interesting experience. Amazed at his 
mighty works, many men came to Jesus for 
advice and there was a sameness in His an- 
swers, love God and your neighbor. This has 
been taken by most men as the answer to the 
question, “How shall I obtain eternal life?,” 
but I dare to believe that He would have given 
the same answer had a medical student gone 
to Him and asked, “How shall I become a great 
physician?,” and now I dare (by deduction and 
not because of any knowledge of language) to 
translate the word Power into Energy and to 
think of the energy of God. Energy is a word 
our finite minds can dimly understand. We 
know it has many forms, is transmutable and 
indestructible. 

How love could raise the dead I don’t know, 
or how love could affect the creation of the 
Stars I can’t imagine, but when I read the Gos- 
pel I always get the feeling that Jesus is trying 
to tell us something we find difficult to accept. 
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but to Him is perfectly obvious. Before this 
is dismissed as visionary and impractical, and 
we would yet imitate the Master, just what else 
can we do? If He could ever be considered 
repetitious, it would be in His insistence on 
“Love one another” as a way of life. 

There is no particular dignity to craft and 
to assume a dignity because of what you do 
is an absurd pose. No matter how high your 
mind may soar, you always drag this body be- 
hind you. Undergo an abdominal operation 
performed by the greatest surgeon in the world. 
In a few short hours the most necessary man 
in the world is not this surgeon, but the orderly, 
the custodian of the urinal and bed-pan. 

A city may be a concentration of great art 
and great teaching housed in glorious architec- 
ture, but without garbage collection and sewage 
disposal it becomes uninhabitable. Every man 
has his job, and in this scheme of interlocking 
effort which we call civilization the word job 
becomes one of the biggest words in the lan- 
guage. A man’s duty to humanity does not 


extend beyond his job and exercising his right 
to vote, all the rest is the privilege to help. If 
a man does his job well he deserves reward 
for the doing but artistry is doing something 
better than well. 

Listening to Mozart's music; standing before 
Michelangelo's “Pieta” in St. Peter's, Rome, 
gazing at the windows in Chartres Cathedral, 
and not infrequently in the operating room and 
at the bedside in the ward, one sees artistry at 
work. You come to know, that the artist uses 
his craft as his way to approach divinity. 

So, that which was complex now becomes 
simple. The art of healing consists in loving 
knowledge and the search for truth. In doing 
your work for the love of it and for no other 
reason. To love the man who needs you re- 
gardless of his behavior for “They know not 
what they do” and remember (if there be any 
truth in all of this) love is not a sentiment but 
a source of Power, and you do not have to 
die to use it. 

17° East Grace Street 


PREVENTING RECURRENCES OF RHEUMATIC FEVER 


“The duration and continuous prophylaxis to be aimed at 


is a matter of opinion. 


The American Heart Association 


recommended ‘continuous prophylactic penicillin throughout 
life, or until new knowledge makes this recommendation in- 
valid.’ The Royal College of Physicians Committee recom- 
mended that it should be given ‘for five years, or till leaving 


school, whichever is the longer. 
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HUBERT O. PAULSON, M.D. 
Lincoln, Nebraska 


wi eyes” is a very common 
complaint in the every day practice of an oph- 
thalmologist. It is a complex problem requir- 
ing the services of a good detective to ferret 
out the causes of these asthenopic (fatigue) 
symptoms. 

Seeing is a close partnership between visual 
acuity and illumination. The visual acuity de- 
pends upon: 

1) The resolving power of the eye itself, 
over which there is no direct control; 

2) The sharpness of focus, or refraction of 
the eye, which is a variable controlled by the 
ophthalmologist through the use of glasses and 
indicated orthoptic exercises. 

The other partner in the act of seeing is the 
illumination, or lighting; control over this phase 
of the seeing field is in the field of Illuminating 
Engineers. An acquaintanceship with this phase 
is particularly necessary from the standpoint 
of the ophthalmologist or the general prac- 
titioner in evaluating the importance of the 
patient’s asthenopic (tired eyes) symptoms. 

Many times after the ophthalmologist has 
completed the refraction and coordination 
muscle study of the patient, enough has not 
been found to account for the asthenopic symp- 
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LIGHTING 
REQUIREMENTS 

for Comfortable 
and Accurate Vision 


toms which have been elicited by the patient. 
Then it becomes necessary to consider the en- 
tire etiology of asthenopia or “tired eyes,” and 
each step of the ladder must be considered. 
Any adversity found must be eliminated. These 
steps are: 
1. Refractive error. 
2. Muscle Coordination. 
3. Illumination. 
4. Systemic—Physical adversity such as 
focal infection. 
. Systemic—Mental such as anxiety or 
neurosis. 
6. Excessive normal usage. 

The present rise of educational and reading 
requirements along with industrial near point 
occupations bring the problems of illumination 
into as important a consideration as that of 
the local ocular problems. Asthenopic patients 
must be helped by proper instructions as to 
proper illumination as well as the proper glasses 
or eye exercises as may be found necessary in 
the eye examination and history. 

The physiological reaction of the eye includ- 


Dr. Paulson is an Instructor in Ophthalmology at Creigh- 
ton University, Omaha, Nebraska. 
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ing the retina must be of first consideration in 
any presentation of illumination problems. 
Basically, the eye has been involved by nature 
under outdoor intensities of illumination. The 
eye is well adapted to wide variations of illumi- 
tion and this range of adjustability is from 
1/10,000 to 10,000 ft. c.; the light ranges on 
a summer day from 5,000 to 10,000 ft. c. Lab- 
oratory experiments have indicated that the 
retina is composed of sensitive elements of dif- 
ferent intensity thresholds. At the low level of 
illumination only those elements of the lowest 
thresholds. are excited. As the light intensity 
increases, more and more elements have their 
thresholds excited. With the greater number 
of visual elements called into play as the greater 
amount of light reaching the retina, the visual 
acuity is markedly increased. In addition to 
the increased retinal function, the level of illu- 
mination has an effect upon the iris which also 
effects the visual acuity. Under the low levels 
of illumination the pupil is dilated so that light 
is permitted to enter the eye at the periphery 
of the lens. At the periphery of the lens, the 
spherical and chromatic aberrations show a pro- 
nounced effect on the defusion of the retinal 
image. In the higher levels of illumination the 
sphincter of the pupil is stimulated, and the 
pupillary entrance is made smaller, thus elimi- 
nating many of the aberrations induced by the 
periphery of the lens. Thus the retinal image 
is more carefully focused and the resolving 
power of the retina more efficient. 

By obtaining a proper amount of illumina- 
tion on a specific work task, the retina is stimu- 
lated by the reflected light. Vision is basically 
a physiological process, and as such, calls for 
the consumption of energy. Good illumination 
conditions are necessary to reduce the needless 
weight of untold quantities of nervous energy 
in performing the visual task. Poor lighting 
conditions add many-fold to the amount of 
energy used to accomplish the same given task. 
Numerous physical fatigue and production in- 


Summary of an instruction course delivered at The 
American Academy of Ophthalmology and Otolaryn- 
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crease studies in various industries indicate that 
there is an increased efficiency in the form of 
an elliptical curve; this curve shows marked in- 
crease as the illumination is increased, and then 
gradually tapers off as the total amount of illu- 
mination approaches the glare level for that 
particular work task. 

The total reading comfort of any particular 
work task is directly dependent upon the bright- 
ness of the object or work-task, with varia- 
tions of 

1) The size of the object, 

2) Contrast with the background (satura- 
tion of hues), 

3) The brightness of the object in the form 
of illumination, and 

4) The time of exposure. One of these four 
factors, the one most easily controlled from 
the standpoint of standardization is the bright- 
ness of illumination of the object itself. To ob- 
tain the proper illumination, the light must be 
standardized according to several different 
rules: 

1) The proper candle power, 

2) Comfortable brightness-contrast, 

3) Absence of glare, 

4) No shadow, 

5) Adequate flux or distribution of the light. 


Candle Power 


The first requirement of lighting standards 
is that of adequate candle power. This candle 
power varies according to the task, so as to 
deliver to the eye itself a uniform brightness of 
the entire task. The smaller the size of the 
work-task, and the greater the speed which the 
work-task must be observed, the higher the 
number of foot candle should be used. When 
little light is reflected back from the work-task, 
a higher level of illumination must be used. 
Effectively it is actually the amount of light 
received by the eye that determines how much 
light must be placed on the work-task to result 
in adequate reflection for the visual function. 
Although the reflected light is the essential fac- 
tor, it has become a common practice to evalu- 
ate industrial visual situations by measuring 
the amount of light from the source placed onto 
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the work, in the form of foot candle, the 
amount of light radiating onto a square foot of 
area. Therefore this i; the most commonly 
designated standard. 

It is interesting to note that the standards 
for candle power illumination have risen pro- 
portionately to the increased efficiency of the 
manufacture of light sources. During World 
War | satisfactory illumination for industrial 
tasks in general were evaluated at ten to twelve 
foot candle. With the advent of the fluorescent 
tube, much more candle power has now be- 
come available, and standards of illumination 
have risen considerably. We have found that 
industrial efficiency has increased accordingly. 
During World War II, industrial standards aver- 
aged about thirty foot candle and reading 
standards were in the range of twelve to fifteen 
foot candle. In 1942 the recommended level 
of vision was as follows: 


1) Difficult task 50 ft. c 
2) Ordinary seeing task ao. ©. 
3) Casual seeing task 10 ft. c. 
4) Simple seeing task 5 ft.c 


In 1951 these standards had been raised as 
follows: 

1) Severe and prolonged task 100 ft. 

2) Small “work” 50-100 ft. 

3) Desk work and office work 20-50 ft. 

4) Recreational tasks 10-20 ft. 

5) Casual seeing and passage ways 5 ft. 

Many recent office installations as speund 
in Illumination Engineering, January 1956, 
bring office levels of illumination to fifty or 
seventy-five ft. c. and some up to one hundred 
ft.c. There have been some office installations 
reported in 1958 up to a level of five hundred 
ft. c. with no symptoms of glare or eye fatigue. 
Industrial installations run from forty to seventy 
ft. c. up to one hundred and eighty ft. c. in print 
shops. 

School rooms should augment the outside 
radiation that reaches the room, so that the 
entire level throughout the room is close to 
fifty ft.c. and that on the blackboard close to 
one hundred ft. c. 

It will be interesting to physicians to note 
that the recommendations are as follows: 
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Autopsy and Morgue 


Autopsy Room 100 ft. c. 
Autopsy Table 2500 ft. c. 
Emergency Room 
General 100 ft. c. 
Local 2000 ft. c. 
Fracture Room 
General 50 ft. c. 
Fracture Table 200 ft. c. 
Medical Records Room 100 ft. c. 
Nurses Station 
General 20 ft. c. 
Desks and Charts 50 ft. c. 
Medicine Room Counter 100 ft. c. 
Surgery 
Operating Room, General 100 ft. c. 
Operating Table 2500 ft. c. 
Waiting Room 
General 15 ft. c. 
Reading 30 ft. c. 


The same source recommends the following for 
office installations: 
Accounting-auditing- 


tabulating-bookkeeping 150 ft. c. 
Regular office work— reading good 

reproductions—transcribing 100 ft. 
Reading high contrast or 

well printed material 30 ft. c. 


Corridors-elevators—not less than one-fifth the 
level of adjacent areas. 

The above figures urge that much higher 
levels of illumination be used than have been 
thought necessary in the past. We have another 
important item to consider in the higher levels 
of illumination and the requirements of the 
work-task—that is the requirements of the older 
worker. 

Under the present day conditions, large num- 
bers of the laboring forces are in the upper 
age group. Investigations have shown that this 
group of workers requires from fifty percent to 
three hundred percent increased illumination 
in order to maintain the same visual efficiency 
as that maintained by the younger worker. This 
would mean that an older person working un- 
der the same levels of illumination that younger 
individuals can get along with comfortably is 
much more apt to develop asthenopic symp- 
toms. 


MEDICAL TIMES 


| = 
a 
J 
a 
4 
| 
‘ ¥ 
« 
: 


Comfortable Brightness Contrast 

The second requirement of proper illumina- 
tion is that of brightness-contrast ratio, between 
the immediate work-task and the surrounding 


environment. For the eye to adjust to wide 
variations of illumination levels calls for the 
expenditure of considerable nervous energy, 
and this expenditure does create increased as- 
thenopia. The avoidance of wide discrepancies 
is therefore also important for comfortable 
vision. In general, the brightness ratio between 
the general environment and work-task should 
be no smaller than a 1:5 ratio, and preferably 
1:3. The ratio of 1:10 is definitely too large 
a gradient to be comfortable for any prolonged 
seeing task. With increased candle power for 
work-tasks, more attention must be given to 
the surroundings—furniture, walls, and floors; 
these must have higher reflectance values than 
often previously used. Most of the experiments 
along this line have been conducted in industry 
where it has been shown that the ability to see 
is lowest where there is a marked contrast be- 
tween the work-task and the background. As 
the background is better illuminated the sen- 
sitivity is improved, until the background ap- 
proaches the same level as the task, where the 
sensitivity then levels off. 

This can be readily applied to two practical 
situations that the patients of the ophthalmol- 
ogist bring up frequently. The first problem is 
the worker who seeks eye rest by looking out 
the window, or the housewife who looks up 
from her sewing and looks out the window— 
both situations require considerable more adap- 
tation when the eyes are returned to the work- 
task, and increased eye fatigue is caused. The 
second application can readily be made in the 
viewing of television. In the past a “television 
lamp” was sold as a sales gimmick to encour- 
age the purchasing of television sets. At the 
same time the purchaser was advised, or as- 
sumed themselves, that television should be 
viewed in a darkened room. 

Actually this is not so—television should be 
viewed in a generally well illuminated room so 
that there is not too much contrast between the 
light emitted from the television tube itself 
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and the reflectance of the other surroundings 
into the eye as they move about from place to 
place throughout the room, and without the 
competing glare of the television lamp. 


Absence of Glare 

The third principle of good illumination, is 
avoidance of glare. Glare may be defined as 
too much light in the wrong location. It is the 
reversal of the brightness-contrast principle, 
since the brightness illuminated area should be 
the immediate work-task, and not any other 
surrounding or visible source of illumination. 
Any source of light which is brighter than the 
light on the work-task constitutes a glare. Glare 
may be direct from a light source or indirect 
as a reflection from the surface of some ob- 
ject as a desk top or shiny paper surface. 

The eye has an affinity for higher levels of 
illumination. This physiological gradient is 
highest at the macula, and gradually drops off 
towards the periphery of the retina. The higher 
strength of this gradient is a distracting and a 
fatiguing factor when the glare is limited to 
fourteen to eighteen degrees away from the 
task. Thus the attention to the work-task is 
deviated towards the brighter source of light, 
and production efficiency drops. 

The management of glare is in the improve- 
ment of the installation of lights, better dif- 
fusing luminaires, and in the reduction of dis- 
tracting surface reflections, such as shiny desk- 
tops. 

Many times there is a mistaken attempt to 
manage occasional glare by the vicious pre- 
scribing of tinted glasses. Since the glasses are 
used under all varying conditions of illumina- 
tion, the patient should not be handicapped 
with any form of a tint in his permanent 
glasses. 


No Shadows 


The fourth principle of proper illumination 
is the absence of any shadow close to the work 
area, or on the work area. If it is necessary, 
what shadows exist should be softened up 
through some form of a change in the light 
source installation. 
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Adequate Flux 

The fifth requirement of proper illumination 
is adequate flux or distribution of light. Spot 
sources of light such as the incandescent light 
must have a wide enough area so that the im- 
mediate task is covered by approximately even 
amounts of illumination. If intensities should 
be consistent with the previously noted prin- 
ciples, the flux of the general room illumina- 
tion should be maintained at an even level of 
illumination within the visible area consistent 
with proper brightness-contrast. In this way 
the eye will be required to do much less adapta- 
tion between the various areas of the work- 
task, and between the work-task and the gen- 
eral environment. 

In the past, the level of illumination used 
has been due to the limitations of illumination 
on the mechanical basis. With more recent 
advances in better luminaires and better light 
sources, the use of higher ft. c. has been per- 
mitted. Recent investigative work has shown 
that the problem of illumination is actually an 
engineering problem, and requires a specialist 
in the engineering field. However, it is of vital 
importance that the ophthalmologist recognize 
many of these illumination requirements so 
that he may advise his patients a means of ob- 
taining a more comfortable ocular environment. 
It is also important that the general practitioner 
be aware of these ophthalmological problems 
so that he may better serve his patients, in rec- 
ognizing the causes of asthenopia. The spe- 
cific application of the mechanical devices 
necessary to obtain the better illumination must 
be left to an illuminating engineer. 


Light Sources 

In addition to the broad general principles 
of illumination, we physicians are frequently 
confronted with questions as to the evaluation 
of different types of light sources. The two 
most commonly used for routine applications 
are the incandescent bulbs, and the fluorescent 
tube. The tube is the newest form of light 
commercially available to the general public. 
Much controversy has been raised by the intro- 
duction of the new tube, just as was also heard 


at the time the incandescent bulb was intro- 
duced. In fact many people thought that the 
electric light bulb was just a passing fancy, 
and would soon give way again to the kerosene 
lamp. They claimed that the light was too 
bright and would “ruin people’s eyes.” The in- 
troduction of the fluorescent tube has renewed 
many of the same expressions of disapproval 
that had been heard before. The characteristics 
of each source of light need to be understood 
to take best advantage of each. 

The sensitivity of the eye must be empha- 
sized and compared with the spectral quality 
of the light sources to evaluate the effect these 
sources have upon the eye. The eye has its 
highest sensitivity in the yellow range, and the 
lowest in the violet and red ends of the 
spectrum. 

The incandescent bulb produces its light by 
the passage of electricity through the wire or 
filaments because of the large resistance of the 
wire proportional to the amount of the elec- 
trons passing through it. The temperature of 
the wire becomes markedly elevated, thus there 
is emitted electronic wave lengths in the visible 
spectrum. The ultraviolets in this spectrum are 
very low, and the reds very high. When this 
is compared with the eye’s sensitivity we find 
that there is a tremendous amount of red con- 
tained in the spectrum of the incandescent bulb, 
in comparison to the sensitivity of the retina 
itself. 

The fluorescent tube is a modification of the 
low pressure mercury discharge tube. The cur- 
rent passes between two electrodes of a long 
cylindrical tube containing a mercury vapor. 
This “arc” converts inside the tube two percent 
of its output energy in the visible spectrum; 
fifty-five percent in the ultraviolet bands, mainly 
at 2537 angstroms; and forty-three percent in 
the lower wave lengths of each. The tube is 
lined with various types and mixtures of phos- 
phorus. These phosphori are excited by the 
ultraviolet and re-emit the energy in the form 
of the visible spectrum. 

The spectral curve of the tubes emitted light 
shows the ultraviolet rays are small in amount, 
about the same as the incandescent bulb, but 
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it has a very high peak in the blue, the yellows 
are relatively high, and the reds quite scarce. 
Thus the spectral curve of the tube follows 
more closely the luminosity curve of the eye, 
and it also more normally approaches the nor- 
mal sunlight curve than does the spectral curve 
of the incandescent bulb. As compared with 
the average sunlight the fluorescent emits a 
little less in the ultraviolet short range, but more 
in the long-range. The biue is considerably 
higher than in sunlight. The tube, however, is 
the closest approach to noon-day sunlight that 
can be obtained by routine commercially avail- 
able forms of illumination. 

One of the criticisms of the fluorescent tube 
is that it emits ultraviolet light and thus is harm- 
ful to the eyes. This is not a valid condemna- 
tion since the amount of emitted ultraviolet is 
the same in a comparable incandescent bulb. 
Neither form of illumination is harmful from 
this standpoint, since the radiations are in the 
long-wave ultraviolet range, and thus harmless 
to the body. 

Electrical energy for commercial purposes 
is practically entirely alternating current of 
either 50 or 60 cycles. These pulsations are 
manifest in all forms of illumination causing 
a flicker or stroboscopic effect. 

The incandescent filament is the hottest at 
the peak of each cycle. At the mid-point of 
the cycle the filament cools and emits less light. 
The amount of deviation on a 25-watt incan- 
descent bulb actually is fifty-five percent. Be- 
cause of the after image effect of the retina, 
these fluctuations are minimized so as not to 
be seen by the conscious, and thus an even and 
uniform light is perceived. A 100 watt bulb 
will show a deviation of only about five percent. 

The fluorescent tube has a simular rate of 
change in the level of illumination. The amount 
of deviation is greater than the usual bulb in 
the most incandescent installations. The tube 
has a fifty-five percent deviation of relative 
lightness, not one of light and dark. The 
rapidity of pulsations are perceived by the cen- 
tral vision as the uniform level of illumination, 
just as a motion picture is perceived as a con- 
stant light. 
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The only place where this flicker becomes 
a serious factor is around rapidly moving ma- 
chinery where the stroboscopic effect becomes 
a source of great annoyance. This defect can 
be remedied by connecting one of the two 
tubes of a fixture to a choke-lag, so that one 
tube lags behind the other in its peaks. In in- 
dustrial installations using 220 volts, each tube 
may be connected to each phase of current. 
The resulting pattern of flicker is then no 
greater than the flicker of a 100-watt bulb. 

As electrical contractors are becoming edu- 
cated to the findings of the illuminating engi- 
neers and the ophthalmologist, better luminar 
installations are being made. This permits the 
fuller use of the advantageous color spectrum, 
increased candle power, more evenly dis- 
tributed light, and more economical operations 
of the fluorescent tube. 

Incandescent installations are particularly 
more advantageous where spot sources of light 
must be used, or where there is a constant turn- 
ing on and off of the light source. Constant 
switching of the fluorescent tube greatly short- 
ens its life span, and therefore incandescent 
bulbs must be used under these adverse situa- 
tions. The efficiency of the incandescent bulb 
is much greater for outdoor installations, than 
is the fluorescent tube; however, some of the 
more recent fluorescent tubes are much more 
efficient under adverse weather conditions and 
the difference in the efficiency of the bulbs and 
tubes is becoming greatly lessened by increased 
manufacturing efficiency. 


Summary 


The following has been presented: 

1) The eye functions much more efficiently 
under high levels of illumination. Many pres- 
ent day installations are on the low side for eye 
comfort. 

2) The five requirements for proper illumi- 
nation have been presented. 

3) Incandescent and fluorescent sources of 
light are compared showing the superiority of 
the tube for routine illumination. 
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Deformities 


i: is not unusual that doctors dis- 
like certain portions of their medical practice. 
Probably much of this feeling arises because 
they know little about the disliked subject and 
feel insecure about its treatment. This is quite 
common in foot problems. It is with this in 
mind that I hope to be able to stimulate a 
little interest in very prevalent conditions. If 
this article no more than allows you to be able 
to make a logical and intelligent explanation 
of the pathology to the patient, then it will 
have served its purpose. This paper will not 
go into details of various methods of treating 
bunions. Suffice to say that with the number 
of methods described, no one method is one 
hundred percent successful. However, if you 
understand the cause of bunions, the better 
method of treatment will be an easier choice to 
make. 

It has always been my contention, along with 
many others, that bunions are of congenital 
origin and shoes are just the incidental factor. 
Patients, however, are prone to blame their 
foot problems on poorly fitting shoes in child- 
hood. One can, with a little investigation, 
usually find another member of the family with 
feet just like the patient’s. Mother may bring 
in the little daughter, stating, “I don’t want her 
feet to be like mine.” As a physician with this 
problem, what do you look for? 

In order to recognize the abnormal, you 


of the Feet 
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must first know the normal. In Figure | you 
will note that in a normal foot the metatarsals 
are almost parallel with each other. The toes 
extend straight from these metatarsals, and 
remember that most shoes on the general mar- 
ket are made for this type of foot. Figures 2 
and 3 show the abnormal foot, which will be 
stressed in this article. A varus foot in a child 
can result in a metatarsus primus varus in the 
adult. You will note that there is an abnormal 
relationship between the first metatarsal and the 
remainder of the foot. Liken it, if you will, 
to a hand, in which the thumb and the first 
metacarpal are in different relationship to the 
other metacarpals. The difference, however, 
in the foot is that the first metatarsal is rather 
rigid, while in the hand it is movable and we 
are able to oppose it to the second metacarpal. 
The toes are the only movable portion in the 
forefoot. Hence, when we put this atavistic 
type of foot in a normal shoe, something has 
to give and it is the big toe, being pushed to 
the mid-line (Note Figure 4). 

Now picture the anatomy involved in this 
deformity—the adductor muscles and the long 
extensor of the first toe (See Figures 5, 6, and 
7). The shoe forcing the toe laterally event- 
ually allows a contraction of the adductor 


From the Orthopedic Division of the Wichita Clinic, 
Wichita, Kansas. 
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FIGURE | The Normal Foot. 


FIGURES 2 and 2A. = The Abnormal! Foot. 


FIGURES 3 and 3A. = The Abnormal Foot. 
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FIGURE 4 


muscles to take place. The long toe extensor 
also in time migrates laterally, further increas- 
ing the deformity. As the big toe shifts like a 
hinge, the capsule is stretched and a portion 
of the articular surface is subjected to trauma 
from the shoe. Early bunion complaints now 
appear. As the big toe migrates, symptoms be- 
come more marked and associated degenera- 
tive joint changes take place until we have a 
foot like Figure 8. You might ask, “Wouldn't 
this occur even without shoes?” It does, but 
usually not as rapidly as when shoes are worn. 
We do, however, see rather marked bunions 
and callouses in eleven and twelve-year-old 
girls. 

It is rare to see bunions alone in these con- 
genital deformities of the feet. Associated de- 
formities are hammer toes, claw feet, corns, 
and callouses. 

A patient may have a bunion or be aware 
of a prominent first metatarsal head and have 
only moderate angulation of the first toe, and 
he would relate, “During the past six months 
my big toe has shifted markedly with a pro- 
portional increase in pain and swelling.” The 
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FIGURE 5 


Normal anatomy with normal muscle pull. 


explanation for the sudden increase in de- 
formity, in my opinion, is this: The articular 
surface of the metatarsal head is curved and 
it takes a few years usually for the toe to 
migrate over the apex of the curve of the head, 
but once there, the slide downhill toward the 
second toe is rather easy. This slide downhill 
is usually associated with a rotation of the 
first toe and x-rays will show this rotation with 
the sesamoid bones lying between the heads of 
the first and second metatarsals (See Figure 9). 
The deformity at this stage is irreversible and 
requires the more radical surgical procedure 
for relief of pain and deformity, such as the 
Keller operation. 

Early cases can be relieved of pain fairly 
well by simple exostectomy. The McBride and 
the Mitchell or the Joplin sling or Lapidus 
operations approach the problem by correction 
of the cause. 

Young people, aged ten to twenty, with 
marked varus deformities respond well to 
Mitchell’s operation. Babies with the varus 
deformities are casted as we do for club feet. 
The metatarsus varus deformity in babies ac- 
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FIGURE 6 FIGURE 7 
Abnormal muscle pull. Early deformity. | Abnormal muscle pull. Increased deformity. 
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FIGURES 10 and 10A A Varus Deformity. 


FIGURES 9 and 9A 
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tually is a club foot and should be treated as 
such (Figure 10) until the forefoot is straight 
and in normal relationship with the heel. 
Surgery of any type in adults should be given 
serious thought and performed only for the re- 
lief of symptoms and only if these symptoms 
cannot be alleviated by conservative means, 
such as pads, wide shoes, etc. I doubt very 
much if there is any justification for surgery in 
adults who are fifty to sixty years of age or 
older merely to improve the appearance of the 


CORRECTION 


Due to a printer’s error in the summary of the article, 


foot. For children with a severe metatarsus 
primus varus foot, in which one can anticipate 
future trouble, an osteotomy is advisable to 
correct the deformity. The results in this oper- 
ation have been good. 

It is hoped that this little discourse has been 
of some benefit to those who see patients hav- 
ing bad feet and then just shake their heads 
and let them wander back to the shoe salesman 
—for what!? 

3244 East Douglas Street 


“A New Tranquilizer,” by Frank J. Ayd, M.D. (Vol. 87, 
No. 5, May 1959, page 680) the dosage of Quiactin was 
incorrectly given as “up to sixty-four thousand mgms.” it 
should have read “up to sixty-four hundred (6400) mgms.” 

The complete summary, with the correct dosage informa- 


tion is reprinted below. 


“Quiactin (oxanamide) is a new tranquilizer, chemically 


unrelated to other tranquilizers. Pharmacologically, it is an 
internuncial neuron blocking agent and skeletal muscle re- 
laxant. Clinically, it behaves much like meprobamate except 
that it has no propensity to produce drowsiness or lethargy. 
Safety data have been collected from a group of thirty adults 
treated with oxanamide continuously for periods of sixteen to 
twenty-eight months with daily doses up to sixty-four hundred 
mems. (sixteen tablets). No abnormalities were detected in 
urinalyses, complete blood count, and liver and kidney 


function testing.” 
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Contributing Factors in the 


A. attack of anginal pectoris is 
painful, frightening and disabling. It also car- 
ries with it the threat of sudden death. 

The physician who cares for a patient with 
angina must make the prevention of attacks 
paramount in the treatment. He must tell the 
patient to keep his activities below the “thresh- 
old of angina.” He must warn the patient 
about the effects of cold weather, of exertion 
after eating, and of undue fatigue and excite- 
ment. He must urge the patient to take nitro- 
glycerine prophylactically before any activity 
that might produce an anginal paroxysm. He 
also must search diligently for other pathology 
which might be contributing to the frequency 
and severity of the anginal attacks. 

My colleagues and I at the Lexington Clinic 
believe that the clinical importance of con- 
tributing pathology has not been sufficiently 
emphasized. Most textbooks of cardiology 
mention a few of these factors and then casually 
dismiss them. 


Materials and Methods 


In order to assess the possible importance 
of contributing factors in the anginal syndrome, 
we have examined the records of patients seen 
at the Lexington Clinic from July 1, 1951 to 
June 30, 1958, inclusive. The records chosen 
consisted of eight hundred and seven consecu- 
tive cases of arteriosclerotic, coronary and hy- 
pertensive heart disease. Of these two hundred 
and ninety-four were diagnosed as having an- 
gina pectoris. All of the two hundred and 
ninety-four patients had pain on exertion which 
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was relieved by rest and nitrites. All had ab- 
normalities in either the resting electrocardio- 
gram or after the Standard Exercise test. Any 
patients not having all of these findings were 
excluded from the present study. A portion 
of this series has been reported elsewhere.* 

The average age of the two hundred and 
ninety-four patients was fifty-eight years (when 
first seen). Two hundred and eleven (71 per- 
cent) were males and eighty-three (29 percent) 
females. 

The follow-up period varies from at least 
six months to six and one-half years. Adequate 
follow-up data were available on two hundred 
and seventy-two patients, or 92 percent of the 


group with angina. 


Results 


Significant associated pathology was found 
in one hundred and forty-one of the two hun- 
dred and ninety-four patients, or 47 percent. 
These one hundred and forty-one patients were 
then studied to determine the effect of correc- 
tion of such pathology on the frequency of 
anginal attacks. If at least a 50 percent reduc- 
tion in the number of attacks was recorded, 
the patient was classified as “improved” for 
the purpose of this study. If he stated that he 
was a “little better” or “somewhat improved” 
he was arbitrarily classified as “unimproved.” 

I have found it convenient to group the con- 
tributing conditions so discovered, under the 


From the Section of Internal Medicine and Cardiology, 
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Anginal Syndrome 


following classification: Cardiovascular, Metab- 
olic, Hematopoetic, Pulmonary and Abdominal. 


Cardiovascular 


CONGESTIVE HEART FAILURE was by far the 
most frequent associated finding. It occurred 
in seventy-three patients (25 percent). Treat- 
ment included rest, moderate salt restriction, 
digitalization and diuretics. Improvement was 
reported by fifty-one of the seventy-three or 
seventy-four percent, of those found to have 
congestive heart failure. This finding has en- 
couraged us to institute a therapeutic regime 
for congestive failure in many of our patients 
with severe angina. This procedure has led to 
the discovery of a number of cases of subclini- 
cal failure, especially in patients who have pain 
at night. The following case report illustrates 
the value of treatment of associated congestive 
failure: 

The patient, a 47-year-old white male, when 
first seen in 1956, had had severe anginal pain 
on the slightest exertion. He also suffered with 
angina decubitus and for three months he had 
hardly gone through a night without waking 
up with pain. 

On examination, his heart was found to be 
enlarged to the left but the neck veins were not 
distended, the lung fields were clear and there 
was no hepatomegaly, edema or other overt 
evidence of failure. Decholin® circulation time 
was twenty-six seconds (arm to tongue). The 
electrocardiogram showed RST depressions and 
T wave inversions consistent with coronary dis- 


ease. 
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He entered the hospital and was put on salt 
restriction (one gram per day), digitalis, am- 
monium chloride and mercurial diuretics. He 
lost ten pounds in two days and his nocturnal 
pain then ceased. After he was dismissed from 
the hospital he continued to restrict his salt 
intake and was maintained on digitalis and an 
occasional injection of a mercurial diuretic. 
His exercise tolerance has increased moderately 
and he has been able to return to light work. 
There have been no further nocturnal pains to 
this date (January 1959). 

Of the twenty-two remaining patients in 
whom a diagnosis of congestive heart failure 
was made, thirteen failed to show improvement 
in the anginal pain after treatment and in nine 
others no follow-up reports could be obtained. 

HYPERTENSION: In fifteen (5.1 percent) 
patients, hypertension was severe enough to 
warrant vigorous therapy. Only six of these 
patients received significant relief of the an- 


ASSOCIATED PATHOLOGY IN 
294 PATIENTS WITH ANGINA 


Condi- Number Number Number 


tion Unim- 
Found low- 
CARDIOVASCULAR 
Congestive 73 S51 13 9 
Failure 
Hypertension 15 6 2 7 
(severe ) 
Arrhythmia 2 2 0 0 
HEMATOPOETIC 
Anemia 4 3 0 1 
METABOLIC 
Thyrotoxi- 2 2 0 0 
cosis 
Obesity 15 11* 2 2 
Diabetes 
Mellitus 3 0 3 0 
PULMONARY 4 0 3 0 
ABDOMINAL 
Gall Bladder 10 6 3 1 
Hiatus 
Hernia 3 2 0 1 
Duodenal 
Ulcer 5 1 4 0 
Miscellane- 
ous 5 0 4 1 
141 84 35 22 


(59%) (25%) (16%) 


*In one patient one improvement lasted twelve months; 
after this, the pain returned with its original frequency. 
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ginal pain. One other was not improved, and 
nine were lost to follow-up. However, an oc- 
casional dramatic response was encountered. 
An example was a 47-year-old white male, first 
seen in 1952, who complained of dyspnea and 
chest pain on moderate exertion. With anti- 
hypertensive measures, including sympath- 
ectomy, his dyspnea almost entirely disappeared 
and the anginal pain became very infrequent. 
When last seen here, in October 1958, his blood 
pressure was 142 systolic and 84 diastolic. He 
had been doing full time work since 1953. 

PAROXYSMAL TACHYCARDIA: In two patients 
(0.7 percent) the bouts of pain were found to 
be coincident with episodes of paroxysmal 
tachycardia. One patient had paroxysmal atrial 
fibrillation and the other a supraventricular 
tachycardia. In each case the pain was per- 
manently relieved after attacks of tachycardia 
had been prevented by continuous administra- 
tion of digitalis. 


Hematopoetic 


ANEMIA: Four patients (1.4 percent) were 
found to be severely anemic. One had an iron 
deficiency anemia and was treated with fer- 
rous salts. The angina ceased after the hemo- 
globin had risen from 6.6 to 12 grams per 
100 cc. The second patient had pernicious an- 
emia and was relieved of both the anemia and 
the angina by injections of Vitamin B-12. A 
third had hypoplastic anemia with a hemoglobin 
of 4 grams. Adequate blood replacement was 
followed by relief of the angina. The fourth 
patient was lost to follow-up. 


Metabolic 


THYROTOXICOSIS: In two patients, (0.7 per- 
cent) whose chief complaint was anginal pain, 
thyrotoxicosis due to nodular goiter was dis- 
covered. Both were relieved by thyroidectomy. 
One has been free of pain for three years and 
the other for four and one-half years after 
operation. 

Opesity: Fifteen patients with angina were 
markedly obese. Twelve followed a strict re- 
duction program. Eleven of these twelve were 
markedly relieved. However, in one of these 
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relief lasted only one year. Subsequent to this 
period of remission the pain returned with its 
original intensity and frequency. 

The twelfth patient lost fifteen pounds but 
did not experience any relief from his angina. 
It is of interest that this patient, a 50-year-old 
male, had had diabetes mellitus of twelve years’ 
duration. Three other patients were lost to 
follow-up. 

DiABETES MELLITUs: In four patients (1.4 
percent) diabetes mellitus was discovered. 
Control of the diabetes with diet and insulin 
was not followed by any amelioration of the 
angina. 


Pulmonary 

Four patients (1.4 percent) had angina due 
to coronary sclerosis and in addition had evi- 
dent pulmonary disease. There was one patient 
with marked pulmonary emphysema, one with 
bronchial asthma, one with bronchiectasis and 
one with an inoperable carcinoma of the lung. 
No improvement in the angina was experienced 
by any of these patients following treatment 
of the lung pathology. 


Abdominal 


The effect of reflexes arising in the gastro- 
intestinal and biliary tract upon the coronary 
circulation has received both experimental and 
clinical attention. For instance, Gilbert and 
etal... demonstrated that distention of the 
stomach of dogs by inflated balloons was fol- 
lowed by a decrease in coronary blood flow. 
This decrease occurred only if both vagus 
nerves were intact. 

Ravdin* produced anginal pain and electro- 
cardiographic changes in patients by mechanic- 
ally distending the common bile duct. Cullen 
and Reese* demonstrated actual decrease of the 
coronary circulation in experimental animals 
by distending the common bile duct. In ani- 
mals this decrease also occurs only if the vagus 
nerves are intact and disappears if the nerves 
are cut. 

Clinically, numerous patients volunteered 
that eructation or the passage of flatus fre- 
quently precedes the abatement of an anginal 
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paroxysm. These facts have prompted us to 
investigate carefully the biliary and gastro- 
intestinal tract of any patient with angina who 
had any digestive symptoms whatsoever. 

GALL BLADDER Disease: Ten of our patients 
(3.4 percent) were found to have associated 
gall bladder disease and underwent cholecys- 
tectomy. Six of the ten reported marked re- 
lief following removal of the diseased gall blad- 
der. One dramatic example was that of an 
80-year-old white male who had severe angina. 
He had been confined to one or two rooms 
of his home because any exertion beyond walk- 
ing a few feet caused severe substernal pain. 
He also had chronic indigestion and attacks of 
gallstone colic. He finally consented to a cho- 
lecystectomy in March of 1956. Since that 
time, his angina has recurred only once every 
two or three months. He now can walk as far 
as a mile without experiencing pain and now, 
twenty-two months after operation, spends 
three or four hours a day supervising a parking 
lot. 

One patient died of a myocardial infarction 
three months after operation. Three others 
noted subsidence of their indigestion, abdomi- 
nal pain and flatulence after cholecystectomy 
but the frequency and severity of the anginal 
pains were unaffected. 

There were no operative deaths or serious 
postoperative morbidity ih the ten patients. 

Hiatus HERNIA: In three patients (1.0 per- 
cent) hiatus hernias were demonstrated. All 
were treated with frequent bland feedings, ant- 
acids and antispasmodics and elevation of the 
head at night. Two experienced marked relief 
of their anginal pain; the third was lost to fol- 
low-up. The following case is an example of 
the relief of pain by treatment of a coincident 
hiatus hernia: 

The patient was a 68-year-old school teacher. 
In February 1958, she presented herself at the 


(VOL. 87, NO. 9) SEPTEMBER 1959 


Summary 


A study of two hundred and ninety-four 
patients who. suffered from angina pectoris has 
revealed that one hundred and forty-one (47 


Clinic because of exertional and nocturnal an- 
gina. Walking beyond forty to fifty feet caused 
severe chest pain which was relieved by rest 
and nitroglycerine. She was also awakened two 
or three times nearly every night by identical 
pains that were relieved by nitroglycerine. In 
addition she complained of pyrosis and indi- 
gestion. 

On examination she was found to be mod- 
erately obese; the blood pressure was 200 
systolic and 90 diastolic. There were no physi- 
cal signs of congestive failure and the heart 
was of normal size. The electrocardiogram re- 
vealed left bundle branch block. Cholecysto- 
gram showed normal gall bladder function and 
no stones. X-rays of the stomach disclosed a 
3 cm. hiatus hernia, paraesophageal in type, 
with reflux of the barium into the hernia. 

She was placed on a six feeding bland dict, 
antacids and belladonna in therapeutic doses. 
The head of the bed was elevated every night. 

Within forty-eight hours after she had 
started on this regime the nocturnal paroxysms 
disappeared. Her exercise tolerance increased 
and is considered to be normal for her age. 
She has had only one attack of exertional pain 
in the past four months and no further noc- 
turnal pain. 

DuopENAL ULcer: There were five ex- 
amples of duodenal ulcer (1.6 percent). Ap- 
propriate ulcer therapy significantly reduced 
anginal attacks in one patient. In the other 
four the chest pain was unimproved, although 
the digestive symptoms were largely relieved. 

MISCELLANEOUS ABDOMINAL PATHOLOGY: 
Other abdominal disease was discovered in four 
patients (1.4 percent). Two had diverticulitis 
of the sigmoid colon, one had a diffuse ab- 
dominal carcinomatosis, and one carcinoma of 
prostate with metastases. Treatment directed 
at the abdominal disease did not produce ameli- 
oration of the angina. 


percent) had significant additional pathology. 
The additional pathology found was classified 
as Cardiovascular, Hematopoetic, Metabolic, 
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Pulmonary and Intra-abdominal. In eighty-four 
(59 percent) of the one hundred and forty-one 
patients, or 28 percent of the total series, cor- 
rection of the associated pathology was fol- 
lowed by at least a 50 percent reduction in the 
number of anginal attacks. This improvement 
lasted from six months to six and one-half 
years. 

Thirty-five or 25 percent did not receive any 
significant relief. Twenty-two or 16 percent 
were lost to follow-up. 

There were no significant complications or 
morbidity following treatment of the associated 
conditions. 


By far the most fruitful results were obtained 
in those patients found to have associated con- 
gestive heart failure, paroxysmal tachycardia, 
anemia, obesity, thyrotoxicosis, gall bladder 
disease and hiatus hernia. 

This study serves to emphasize that every 
patient with angina pectoris deserves a thor- 
ough search for associated pathology that might 
be contributing to the frequency and severity 
of his attacks of pain. Frequently, correction 
of the associated disease will be followed by 
significant clinical improvement, even though 
the fundamental disease of the coronary vessels 
may not be altered. 
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AN EXERCISE IN 
DIAGNOSIS: 


The Case Reports 


I n addition to our regular quota of original 
articles and departments, this issue, and every 
issue, contains selected Case Reports. You will 
find them on pages 1176-1182. We recommend 
these studies as interesting and stimulating. 
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The Physician 
As A Witness 


THEODORE S. RAIFORD, M.D. 
Asheville, North Carolina 


O.. of the most distasteful 
phases of medical practice is, no doubt, that 
involving the physician’s participation in legal 
procedure. The inconvenience, the demands 
upon his professional time, the resentment 
against the unexpected subpoena, the discom- 
fiture of cross-examination, often make the 
otherwise conscientious physician exert him- 
self to avoid involvement in court procedure. 
There remains the inescapable fact, however, 
that more than one-half of the cases now pend- 
ing in court are concerned with personal in- 
jury and require medical evaluation and as- 
sistance for just and equitable settlement. 
Furthermore, accidents and injuries involving 
liability of some type are steadily increasing. 
It, therefore, becomes apparent that more and 
more of the physician’s work will ultimately be 
concerned with legal procedure. 

Unfortunately, few medical schools include 
in their curricula more than an elementary in- 
troduction to the mechanics of court procedure. 
Certainly, the majority of practicing physicians 
have little or no knowledge and experience in 
this field. It, therefore, seems pertinent to re- 
view some of the aspects of medico-legal pro- 
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cedure in an effort to point out the physician's 
obligations and privileges in this field, and the 
ways and means by which his participation can 
be made more efficient and less burdensome. 

Few physicians fully realize their profes- 
sional responsibility in cases of personal injury 
which come to litigation. The doctor is the 
only witness whose testimony can establish a 
causal relationship between accident and injury, 
between injury and disability. He alone can tes- 
tify with authority as to essential evidence such 
as x-ray findings, subjective symptoms, objec- 
tive findings, diagnosis and prognosis. With- 
out his physician’s testimony the plantiff may 
have no case whatever. His economic welfare 
with respect to equitable remuneration from 
liable parties for medical expense, loss of gain- 
ful occupation, and productivity loss from dis- 
ability, assumes an importance approaching 
that of his physical health. Until this is ac- 
complished, the physician’s obligation to his 
patient cannot be said to be discharged. 

The phases of legal procedure which seem 
to offer the most cause for dissatisfaction 
among physicians concern the: 

© Preparation of medical reports, 

© Issuance of subpoenas, 

© Actual testimony in court and 

¢ Compensation for services in connection 
with legal procedure. This article will there- 
fore attempt primarily to explain not only the 
physician’s obligation in these respects, but 
ways in which he can cope with them more 
efficiently and with less difficulty to himself. 
Medical Reports 

One of the first actions of a reputable attor- 
ney representing the victim of a personal in- 
jury is to request a medical report embodying 
the patient's injuries, treatment, and estimated 
disability. Such a report carries a high nuisance 
value to the busy physician who sees in it not 
only a dull and disinteresting chore, but the 
implication of involvement in legal procedure 
which he is most anxious to avoid. However, 
a prompt and comprehensive report is without 
doubt the most valuable weapon in the arma- 
mentarium of the attorney (and client) who 
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seeks to recover equitable compensation for his 
injury. The report may require only a simple 
statement of injuries received and treatment 
rendered in which case the physician need only 
prepare a short resumé from his office records. 
In cases of more serious import, especially if a 
liability suit is pending, the attorney may need 
a more comprehensive report, in which case 
the physician may have to review hospital rec- 
ords or even review the literature and submit 
an opinion as to future prognosis and disability. 
Finally, if there is disagreement between the 
attorneys for the plaintiff and defendant regard- 
ing the settlement for disability, either or both 
may request a re-examination and evaluation 
by an unbiased medical expert who is in no 
way associated or acquainted with the case. 
A report such as this naturally requires more 
time and effort for preparation. Whatever its 
nature, the medical report should not be dis- 
missed lightly by the physician since it is essen- 
tial in obtaining a just settlement. Further- 
more, a comprehensive report may frequently 
bring about a settlement out of court, thus 
eliminating the necessity of appearing as a wit- 
ness at all. Finally, the report is of importance 
to the physician making it in that when re- 
viewed by attorneys, adjustors, claim supervisors 
and insurance companies, it becomes a yard- 
stick of his professional ability, thoroughness 
and integrity. One may reasonably ask why it 
is necessary to testify in court if a report is 
promptly submitted. It must be remembered, 
however, that the report, whether requested by 
the attorney for the plaintiff or for the de- 
fendent, is to be submitted as evidence and as 
such is subject to cross-examination by coun- 
sel for the opposing side in which the author 
may be questioned regarding its content, the 
opinions expressed therein, and his authority 
for such opinions. Before submitting his re- 
port, however, the physician should obtain 
proper authorization from the patient. The 
safest means of doing this is to have a signed 
permit allowing the physician to submit his re- 
port to a designated individual or firm, al- 
though some physicians are willing to accept 
verbal consent. 
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The Pre-Trial Conference 

It is almost inconceivable that an intelligent 
and conscientious lawyer would have a medical 
witness called to testify without at least a pre- 
liminary discussion of the medical aspects of 
the case to be heard, but such is the case and 
a large percentage of medical witnesses called 
know nothing of the facts to be brought out 
and what is more deplorable, are not given the 
opportunity to review their records so as to 
testify intelligently. For this reason the Pre- 
Trial Conference has been developed and now 
comprises an integral and essential part of the 
astute attorney’s preparation for the trial. It 
is demanded by common courtesy if for no 
other reason. The Conference may assume the 
guise of a formal meeting between attorney and 
physician (and even the client) or it may con- 
sist of a simple telephone conversation. What- 
ever its form, the attorney has the opportunity 
to outline the legal aspects to the physician, 
to point out equivocal issues likely to be 
brought out, to outline the questions he will be 
asked, both on direct and cross-examination 
and to warn him against pitfalls to be avoided. 
The physician in turn can point out the im- 
portant medical aspects of the case which the 
attorney might otherwise minimize or overlook 
entirely. Finally, the attorney can apprise the 
physician of the approximate time of the trial 
and when he is to be needed, and explain to 
him the necessity of issuing a subpoena. The 
conference properly conducted can do more 
than anything else in dispelling the physician's 
reluctance for court appearance and in obtain- 
ing for his client the most value for the medi- 
cal testimony. 


The Subpoena 


The issuance of a subpoena without previous 
warning and with apparent disregard for a doc- 
tor’s convenience and previous commitments, 
is a particularly galling experience especially 
when that physician has cancelled appointments 
and appeared in court at great inconvenience 
to himself only to find that the case in question 
has either been postponed or settled without 
his knowledge. This is especially true if the 
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physician is one of several who, because of 
their connection with the case no matter how 
remote, have likewise been subpoened, and 
feels that his part in the management of the 
case has been trivial. One may wonder why 
the necessity of a subpoena if he has expressed 
his willingness to cooperate. The subpoena, 
however, is an important and necessary instru- 
ment for two reasons: 

First, without it a physician’s testimony is 
voluntary and as such is subject to the criticism 
of bias or prejudice; 

Second, with it the attorney can obtain a 
continuation of the case if the physician-witness 
is prevented from appearing by reasons which 
constitute legal excuse; without it such con- 
tinuation is jeopardized and the patient-client 
loses the value of the medical testimony. As 
pointed out in the preceding section, after the 
Pre-Trial Conference, the subpoena becomes 
a mere formality and loses much of its stigma. 


Conduct On The Witness Stand 


Regardless of how well informed and pre- 
pared the physician-witness may be, his ap- 
pearance before the court and the manner in 
which his testimony is presented, may well 
make or break the case for the patient-client. 
If presented in a clear, concise, and authorita- 
tive manner it may well be the deciding factor 
for a just decision. Presented in a halting, un- 
certain or confused manner, it may become of 
little value or even be detrimental. It is here 
that knowledge and experience in court pro- 
cedure can change an unpleasant and em- 
barassing experience into an interesting and 
stimulating fulfillment of professional obliga- 
tion. The following suggestions provide in es- 
sence the “do’s and don'ts” for the medical 
witness. 

APPEARANCE. Be neat and well groomed in 
appearance. Flashy, conspicuous dress, and 
careless, slovenly, grooming are not in keeping 
with either the dignity of the court or the suc- 
cessful professional man. 

DEMEANOR. Be quiet, confident and digni- 
fied, neither timid nor cocky. Seek by your 
attitude to invite confidence, respect, and be- 
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lief in your knowledge and comprehension of 
the case. 

Honesty. Be honest, not only with the court 
but with yourself. Avoid, in your testimony, 
any hint of bias and prejudice. Convey to the 
jury that which you sincerely believe. Do not 
equivocate, and be frank to concede any point 
in your opponent's favor if that be the truth. 
If a mistake is inadvertantly made, acknowl- 
edge and retract it. If your answer provides 
grounds for contest, preface it with “In my 
opinion,” or “It is my belief,” for no one can 
contest an opinion based on one’s own knowl- 
edge and experience. Remember that yours is 
not the role of advocate, but that of an un- 
biased medical expert interpreting the medical 
aspects of the case to the jury and the court. 

DiGNity. Maintain the dignity of your pro- 
fession at all times, even to the point of being 
aloof if this is necessary. Refrain from en- 
gaging in badinage or facetious conversation 
with counsel or other witnesses. Discuss no as- 
pect of the case with anyone else in or about 
the courtroom lest it provide valuable infor- 
mation to the opposing side, and above all, do 
not discuss it with a juror lest it lead to a 
mistrial of the case. 

PHRASEOLOGY. Choose your words carefully, 
especially in answering questions dealing with 
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medical or scientific description. It is tempting 
and far easier to use the complex terminology 
to which you are accustomed, but rare indeed 
is the lay juryman who will understand your 
answers. Choose synonyms with which the 
average layman is familiar and if none is avail- 
able, explain the meaning by simple com- 
parison. 

CourTEsy. Be attentive and courteous to 
those questioning you. Speak quietly in a calm 
and unhurried manner, yet distinctly enough to 
be heard by everyone in the courtroom. In- 
asmuch as the information you give is pri- 
marily for the jury, speak directly to them. 

TEMPER. Never lose your temper, no matter 
what the provocation. Some attorneys may by 
introducing matters of a personal nature, at- 
tempt to provoke a show of anger and loss of 
temper in order to discredit your testimony and 
invite contradiction. Nothing lowers mental 
stature more than loss of temper and the ex- 
change of sarcastic and angry repartee. It 
should be avoided at all costs. 

PREPARATION. Preparedness is all important. 
Be thoroughly familiar with the medical facts 
of the case and be able to discuss with reason- 
able authority any phases which deal with diag- 
nosis, etiology, treatment, prognosis and dis- 
ability. Preparedness is the best safeguard 
against confusion and contradiction. Review, 
if necessary, authoritative literature and be able 
to cite pertinent references. 

COMPREHENSION. Consider each question 
carefully and be certain of all implications be- 
fore answering. If it is not completely clear, 
request an explanation. You may be asked to 
answer a complicated question with a simple 
“yes” or “no” when this does not give a true 
interpretation. If opposing counsel will not per- 
mit elaboration, request permission from the 
presiding officer to explain. Answer only what 
is asked of you and do not volunteer infor- 
mation. 

ReEcorpDs. Be sure to bring to court any per- 
tinent data regarding dates and types of treat- 
ment. This will enable you to answer questions 
regarding these items without equivocation and 
undue deliberation. It may be better, how- 
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ever, not to bring all records. If they are 
lengthy, it may take unnecessary time to sort 
out relevant data. Furthermore, opposing 
counsel has the right to examine any records 
you may have in court and may possibly dis- 
cover irrelevant, but damaging information 
therein. 

Memory. Although it may be difficult under 
nervous strain, remember if possible, what you 
have said previously. This is the best way to 
avoid embarrassing contradictions. If you have 
been completely honest and carefully consid- 
ered your answers, you have little cause for 
concern. 


Court Appearance 


When the physician has been called to the 
witness stand and sworn in he will be ques- 
tioned by one attorney on direct examination 
and the other on cross-examination. While the 
purpose of each is to ascertain medical truth, 
they differ somewhat in context and deserve 
further explanation. 

Direct EXAMINATION. The attorney calling 
the medical witness to be subpoened conducts 
the direct examination. In it he attempts by 
his questioning, to bring before the judge and 
jury the medical facts of the case with respect 
to extent of injury, length of hospital confine- 
ment, treatment rendered, expenses incurred 
and especially the amount of permanent dis- 
ability suffered. These factors should cause the 
witness no difficulty, especially after being 
briefed in the pre-trial conference save possibly 
the last. This calls for an opinion which must 
be based largely on experience and answers 
should be guarded. The witness must be able 
to support his opinion by reference to authori- 
tative literature if necessary, but certainly by 
demonstrating his familiarity with similar cases 
in his past medical experience. 

Cross-EXAMINATION is the one feature of 
the trial most dreaded by the physician-witness. 
Many physicians, especially those less experi- 
enced, feel that they are made the victims of 
deliberate persecution and few who have ever 
testified cannot recall at least one instance in 
which he has been embarrassed, ridiculed and 
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angered. He naturally questions the motives 
behind this and resents it to the point that he 
will go to almost any length to avoid being 
placed in such a compromising situation. The 
explanation of this seemingly brutal and un- 
necessary maneuver lies in the system which 
our courts of law operate, namely, the adver- 
sary system. This permits an opposing attorney 
to contest any statements made by the witness 
under direct examination. There are many 
ways of doing this—by surprise questions, by 
questioning the witness’ authority, qualifica- 
tions and experience, by asking long and com- 
plicated hypothetical questions, by deliberately 
trying to confuse the witness and many others. 
These are permissable and justifiable tactics. 
The witness need to have no fear, however, if 
he is well prepared, is completely honest and 
tells only what he knows to be the truth, and 
does not become rattled or confused. Some 
over-zealous attorneys go beyond the limits of 
ethical conduct, however, and bring up points 
of personal embarrassment or ridicule. This is 
a deliberate attempt to cause the witness to 
lose his temper, become angry, contradict him- 
self and be discredited in the eyes of the jury. 
One may wonder why, in such a case, his own 
attorney does not protect him by objecting to 
this line of questioning. His attorney knows, 
however, that if the witness is not unduly up- 
set by these tactics, the opposing counsel can- 
not possibly help his cause; on the contrary, 
the average jury will sympathize with the 
badgered witness and become antagonistic to- 
ward the perpetrator of the questioning. The 
witness should, therefore, refrain from losing 
his temper and becoming confused at all costs. 
If he feels that the examination is becoming too 
personal and embarrassing, he has the right to 
request protection from the court and rare in- 
deed is the presiding officer who will not re- 
store the line of questioning to its proper level 
of dignity. 

THE HYPOTHETICAL QUESTION is a device 
employed by either attorney to bring out opin- 
ion evidence, especially regarding an etiological 
relationship. After the presence of an accident 
has been established and a disabling injury 
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demonstrated, the attorney is not allowed to 
ask, “Do you think this accident caused this 
injury?” He must pose a hypothetical question 
such as “Assuming that, etc.,” in which he out- 
lines a hypothetical case identical with that of 
his client. He concludes by asking the witness 
if he has an opinion as to causal relationship 
and, if so, what is that opinion. Such questions 
are prone by necessity to be long and compli- 
cated and if the unwary witness gives snap 
answers he may find that he has been led into 
a contradiction. He must then admit and ex- 
plain the contradiction, a procedure which is 
embarrassing to himself and certainly does not 
enhance the value of his testimony in the eyes 
of the jury. He should, therefore, be certain 
that he understands all parts of the question 
and considers his words carefully before an- 
swering. He may ask to have the question re- 
peated or, better still, request a copy of the 
question (which is usually in written form) for 
study before answering. 


Compensation for Services 


The matter of compensation for services in 
connection with litigation is one of the major 
complaints among doctors called to testify. The 
primary reason for this is the differential which 
exists in his remuneration and that of the at- 
torney. While it is an accepted practice for 
the latter to accept remuneration on a contin- 
gency basis, this is not true for medical serv- 
ices. Hence the attorney who pleads a case 
successfully may compensate for the unsuccess- 
ful case in which he received nothing. The 
physician on the other hand, may be compen- 
sated if the case for which he testifies is won, 
but if lost, he will probably receive nothing, 
certainly for his assistance in the litigation and 
probably for his medical services prior to the 
hearing. This is a problem for which there 
seems to be no adequate solution at present 
due to different legislation in different states. 
To better understand the problem, it is neces- 
sary to divide the physician’s services into two 
categories, the actual testimony in court and 
the time and labor spent in preparation for the 
case. 
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Technically speaking, the physician is not 
eligible to receive more than the laywitness for 
appearing on the witness stand. The custom of 
added remuneration for expert testimony 
arises from the old English law which provided 
that lawyers and doctors were a professional 
class who should not be called from their work 
without receiving added compensation. This 
provision is no longer a law in England and 
in fact, has never been a law in America, al- 
though many courts carry on the custom. The 
majority of states hold that doctors, as well 
as other professional men, are true advisors of 
the court and as such should render their serv- 
ices (and advice) just as the merchant or agri- 
culturalist leaves his place of business to tell 
the court what he knows about the issue at 
hand. Others, on the contrary, hold that a pro- 
fessional man’s knowledge and experience com- 
prise his stock in trade and is no more the 
property of the court than the merchant’s goods 
or the farmer’s produce. In these states it is, 
therefore, legal and proper for the expert wit- 
ness to demand and receive compensation com- 
mensurate with the time and effort expended. 
In the others it is customary to allow the medi- 
cal witness, if he qualifies as an expert, a token 
fee in addition to that accorded the witness of 
fact since it calls for opinions based on special 
knowledge. There is no set fee for this since 
it varies with different localities. There is, 
therefore, no way in these areas by which a 
physician-witness can be assured a remunera- 
tion commensurate with his services. His best 
recourse is to request the lawer causing him to 
be subpoened to bring his services to the atten- 
tion of the judge, requesting him to allow a 
reasonable fee for service and have this written 
into the court costs. 

A further differentiation of categories exists 
between the physician who has treated the pa- 
tient and the one who has been requested to 
examine and evaluate the patient as an unbiased 
expert. The former presumably has received 
compensation for treatment and his testimony 
is regarded by some courts of law as a part of 
his management of the case and is, therefore, 


non-compensable except for the customary fee 
as a witness of fact. The physician who ex- 
amines a patient as an impartial expert, how- 
ever, can justifiably charge and contract in ad- 
vance for his services in preparation of the case 
and submitting his report. If it then becomes 
necessary for him to appear as a witness, he 
can qualify as an expert and as such is eligible 
to receive an expert witness fee according to 
the custom prevailing in his particular locale. 

It is, therefore, obvious that there is no 
standardized means of receiving full compen- 
sation in every case. It has been shown, how- 
ever, that by full cooperation with members 
of the legal profession, the latter will do any- 
thing in their power to assure the medical wit- 
ness of receiving at least some compensation 
for his time and efforts. Those instances in 
which no fee is recovered should be regarded 
as charity work just as if he were rendering 
any other type of medical treatment to an in- 
digent patient. 


Interprofessional Codes 


No discussion of the physician’s part in liti- 
gation for personal injury cases would be com- 
plete without reference to the recent develop- 
ment of Interprofessional Codes. The first such 
Code was developed in 1952 by the joint efforts 
of the Cincinnati Bar Association and the Cin- 
cinnati Academy of Medicine as a mutual 
agreement between the two professions to co- 
operate in their dealings with litigation. Its 
success promoted, during the next six years, 
adoption of similar codes in several states and 
only this year a joint committee representing 
the American Medical Association and the 
American Bar Association has formulated a 
code at the national level to be modified at the 
state level for their own particular use. With 
the increasing acceptance and success of these 
agreements the physician’s part in legal pro- 
cedure should lose much of its stigma and as- 
sume the rightful position of a professional ob- 
ligation which is no more distasteful than any 
other part of his work. 
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Chronic, Recurrent, 
Abdominal Pain in Children 


CHARLES E. SNELLING, M.D. 
Toronto, Canada 


abdominal pain is 
one of the most frequently encountered prob- 
lems in childhood, particularly during the 
school age period. The material used in this 
report is gleaned from many years experience 
in pediatric practice. All the causes of ab- 
dominal pain may not be included, but those 
mentioned are frequently encountered. 


Constipation 

Constipation is probably the commonest 
cause. The history may reveal that the child is 
constipated, however, a common story is that 
the child does not go to the toilet because of 
being too interested in playing. The distension 
of the bowel from gas may give acute abdom- 
inal pain which can be so severe as to give one 
the suggestion of an acute inflammatory condi- 
tion. This type is relieved by a bowel move- 
ment, giving an enema if necessary. One has 
been impressed by the number of acute ab- 
dominal pains that are eliminated by this pro- 
cedure. In many instances one finds, on exami- 
nation of this type of patient, that the sigmoid 
and descending colon are filled with feces. 
Many of these children have daily movements, 
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but they are one day late with the descending 
and sigmoid colon chronically unemptied. Most 
of these complain of cramping pain often in 
the mid-line or along the left side of abdomen. 
The use of mineral oil or an oil emulsion to 
lubricate the bowel will frequently help them 
to overcome the disability. The diet should be 
changed. Sometimes the use of a so called 
“laxative diet” with high residue and roughage 
is effectual. In some, where the colon is lax, 
changing to a low residue diet may be neces- 
sary. With these children it is advisable to 
impress on them that they must go to the toilet 
when they first have the indication that the 
bowels are ready to move. Many of them dis- 
regard this impulse because of play, school 
classes or some other reason, so that the urge 
for evacuation is lost, to be followed later by 
cramps often of an extremely severe nature. 
This cause seems so obvious but it may be very 
difficult to actually convince the mother who 
is satisfied about her child’s habits. She raises 
every kind of argument against this being the 


Dr. Snelling is Associate Professor of Pediatrics, Uni- 
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cause, and also she is certain that the severity 
of the symptoms warrant a diagnosis of a more 
unusual nature. 


Dietary Indiscretion 

There are certain foods which have a pro- 
pensity for giving pain. Green apples are the 
classical example of this. Any unripe fruit, 
particularly those containing tannic acid may 
cause cramps. An unbalanced diet with a high 
proportion of carbohydrate may cause gas in 
the bowel with abdominal pain. This is the 
type of abdominal pain seen after a trip to the 
exhibition, circus, birthday party, picnic, or 
some place where the child eats a lot of this 
type of food (hot dogs, ice cream, chocolate 
bars, candy, cookies, etc.) The treatment of 
this type is of course to go into the diet and 
correct the error. 


Medicines 


Medications also fall into the same group as 
foods. In many children, mothers frequently 
use medicine, such as laxatives, as a matter of 
routine and the cramps are caused by this. 


Fat Intolerance 


There is one kind of food intolerance which 
is specific and is the largest cause of abdominal 
pain with the possible exception of constipa- 
tion. This is fat intolerance. The usual symp- 
toms are frequent abdominal pain, poor appe- 
tite, sallow skin, light colored stools and a 
bad disposition. These children usually go to 
the table hungry and after a mouthful or two 
push the plate away and say they have had 
enough. On physical examination the child 
looks sallow—the liver is palpable one or two 
finger-breadths below the costal margin, the 
abdomen is slightly distended, but there is no 
tenderness except possibly a little in the upper 
part over the liver. 

These children should be put on a diet with 
no milk, butter, eggs or fats for a period of 
one month. The diet should have plenty of 
fruit, vegetables, lean meat, cereals and be 
supplemented with extra B complex vitamins. 
In addition, the diet should be complemented 


with dicalcium phosphate 45 grains or calcium 
syrup (Sandoz) 3 tsp. daily. At the end of 
one month skim milk may be added, later an 
occasional egg and a little butter. 

The usual story is that the child improves in 
disposition, begins to eat better and stops com- 
plaining of pains. They usually lose one or 
two pounds the first month, then start to gain 
quite rapidly. The improvement in symptoms 
is usually so striking that there is no question 
on the part of the mother, despite the usual 
reaction to the advice when first given because 
of the feeling of most mothers that milk is such 
a necessary food. 


Intestinal Allergy 

In a few instances there may be a history 
of allergy in the family and investigation of 
this as a cause may solve the problem. This 
is not a common cause of abdominal pain, but 
must be kept in mind when other methods of 
treatment fail. One method is to put the child 
on a diet eliminating the usual food allergens. 
This will usually prove effective. Allergy tests 
may be carried out and then the positive re- 
actors eliminated from the diet. It is frequently 
some unusual food that produces the reaction. 


Psychosomatic 

Sometimes when the child presents with the 
symptoms given in the previous section and 
there is not complete improvement it is found 
that using an antispasmodic drug such as pheno- 
barbital and atropine mixture (Neurotrasen- 
tine®) before meals will be effective. These 
children are usually “high strung” tense indi- 
viduals. Serpasil® or one of the other tran- 
quilizers will sometimes be effective with this 
type. This type of reaction is also seen in the 
weekday colic. Close questioning will reveal 
that on weekends there is no pain, but school 
days always bring it out. In addition, unusual 
situations such as birthday parties, going visit- 
ing, examinations, may be the cause. It is well 
to go into the history, particularly in the school 
day type to see if there is not some situation 
at school (teacher, bully at school, etc.) which 
with some understanding can easily be changed. 
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Sometimes the home situation is at fault. Often 
it is necessary to enlist the aid of a psychiatrist 
to get to the bottom of this problem. In the 
number of instances parental discord has been 
the inciting cause and this has become pro- 
jected in the child’s behavior. This is frequent- 
ly the presenting symptom which brings the 
underlying cause, often unrecognized, out into 
the open. 


The Mechanical Appendix 

Next to fat intolerance this is the most fre- 
quently encountered condition. The diagnosis 
of this condition is usually arrived at by exclu- 
sion. The symptoms are not characteristic but 
similar to many other conditions. The child 
complains of recurring bouts of pain and colic 
which do not last too long. Also there is 
usually a poor appetite. On physical examina- 
tion the child is usually seen after the pain has 
passed. Usually, there is nothing found on 
palpation of the abdomen. Occasionally at the 
time of the pain some slight tenderness is found 
in the right lower quadrant but not sufficient 
to constitute a diagnosis of appendicitis. If the 
child is given an enema and observed a few 
hours later nothing is found. The temperature 
and white blood counts are normal. Not infre- 
quently at barium enema the appendix can be 
outlined in the post evacuation film. It is fre- 
quently seen long and curled. 

If one has given dietary changes, such as 
for constipation, low fat, elimination of aller- 
gens and the use of antispasmodic drugs a fair 
trial over a period of one year, and the symp- 
toms continue to recur, having eliminated the 
x-ray diagnosable causes, then one can con- 
scientiously recommend removal of the appen- 
dix and laparotomy. If one does this in the 
remaining twenty percent when all the other 
measures have been tried, one will have about 
one hundred percent cures with the removal 
of the appendix. If on the other hand one re- 
moves the appendix just because the child has 
had an abnormal pain the failures are frequent. 
The author does not know, in spite of years 
of experience, how to diagnose the condition 
except by exclusion. 
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Foreign Bodies 

Foreign bodies that have been swallowed are 
occasionally the cause. There was one instance 
in which a child had swallowed the rubber 
from a toy balloon. Eventually months after 
this was passed and the symptoms disappeared. 
This has also been seen with hair balls in the 
stomach, pieces of string or other non x-ray 
opaque materials. The opaque foreign bodies 
are easily picked up during investigation which 
usually ends in abdominal x-ray when other 
methods fail to solve the trouble. 


Intestinal Parasites 

Intestinal parasites may be a cause. Oxyuris 
infestation usually is symptomless but in some 
the infection may involve the appendix with 
resulting appendical colic without pyrexia, 
abdominal tenderness or leukocytosis. It is 
not uncommon to find pinworms in appendix 
that has been removed for chronic recurring 
abdominal pain. 

Ascaris infection is also usually symptom- 
less, but in a few instances has been associated 
with chronic recurring pain. In these, after 
the infestation has been removed, the symptoms 
disappear. Lambliasis has also been found. 

Oxyuris infection can be diagnosed by rectal 
swabs and if present should be treated. How- 
ever, usually this is disappointing for the relief 
of the abdominal pain. Ascaris and giardiasis 
can be diagnosed by examination of stool for 
ova and amoebic like organisms. Appropriate 
treatment for these when found often relieves 
the child. 


Abnormalities of the Bowel 


There are a number of abnormalities of the 
bowel that occasionally are associated with re- 
curring abdominal pain in children. Most of 
these, although occasionally suspected clinic- 
ally, are diagnosed by barium series and barium 
enema. Some of these are found by laparotomy. 
The conditions include duodenal spasm, duo- 
denal ulcer, bands and stenoses, malrotation, 
partial situs inversus, eventration of diaphragm, 
malrotation of bowel, mobile caecum, chronic 
recurring intussusception, functional mega- 
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colon, ulcerations, colitis, polyps, diverticula, 
Meckel’s diverticulum, hemorrhoids, fissure of 
anus and rectum new growth. True Hirsch- 
sprung’s disease is practically never associated 
with pain. The history of this condition dates 
from birth, whereas functional megacolon is 
usually a psychological problem arising later 
and is associated with distension of abdomen, 
flatus and soiling of clothing from fecal pas- 
sage and causes pain. The differential diag- 
nosis of most of the above conditions is not 
within the realm of this article. The treatment 
in most is surgical correction. Duodenal spasm 
or ulcer in children is controlled by diet and 
antispasmodic drugs. Functional megalocolon 
is treated with a low-residue diet and psycho- 
therapy. 


Ovarian and Menstrual Function 


Many girls in the early teens have chronic 
recurring abdominal pain which recurs with 
regular periodicity in the middle of the men- 
strual cycle. This is due to ovarian hemorrhage 
at the time of ovulation. The pain is low in 
the abdomen and true tenderness is found. 
There may be slight elevation of temperature 
and white blood count. Not infrequently it is 
necessary to remove a normal appendix to be 
sure that one is not mistaken. At operation a 
small area of hemorrhage is found in the peri- 


toneum. Once this has been found then the 
diagnosis is easily explained. Dysmenorrhea is 
not uncommon in girls and in the early period 
of puberity the periods are frequently very 
irregular, although the girl may suffer periodic 
pain without menstrual flow. Not infrequently 
some blood may flow back through the fallo- 
pian tubes during the period, also causing very 
disturbing symptoms from the hemoperitoneum. 


Pancreatitis 


Two instances have been seen in children 
who, although previously free of symptoms, 
had mumps and subsequently have had chronic 
recurring abdominal pain which lasted for 
many months. It was felt that these were due 
to changes in the pancreas. 

The child with chronic abdominal pain 
should be handled according to the outline 
given. The obviously diagnosable conditions, 
of which there are few, should be eliminated. 
After that a therapeutic trial in the order given 
in this paper followed. If this is done, omitting 
the group with obvious constipation, then 
about seventy percent are handled on a low 
fat diet, twenty percent end up with removal 
of the appendix and the other causes constitute 
about ten percent. 
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CLINI-CLIPPING 


Areas of Pain in Dysmenorrhea: a. Uterine; b. Unilateral; c. Bi- 
lateral; d. Midline; e. Following the ureters and down the thighs. 
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to posterior lobe of the hy- 
pophysis is variously termed the neurohypophy- 
sis, pars nervosa or neuralis, infundibular body 
or neural lobe. It constitutes the main body of 
the nervous part of the gland. 


Anatomy 


The posterior lobe, like the rest of the hy- 
pophysis, is of ectodermal origin, and is a neu- 
ral structure, originating from the floor of the 
third ventricle. The anterior lobe, as the name 
implies, is anterior to the posterior lobe and 
originates from the somatic ectoderm which 
has its source from the evagination of the roof 
of the mouth. Thi; evagination forms a pouch 
or pocket known as Rathke’s pouch. 

The posterior lobe, derived from the neural 
ectoderm, helps in forming the infundibular 
region of the brain. 

According to Tilney,' “from the earliest 
phases of the vertebrate phylum to the most 
recent developments of the evolutionary process 
in man, the hypophysis has remained constant. 
It has been constant in its occurrence, in its 
origin and development in the biotaxis of its 
neural and somatic derivatives, in its relations 
to the brain and the skull, in the ultimate dif- 
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ferentiation of its parts and cellular constitu- 
ents.” 

“The parts derived from the neural ectoderm 
consist of 

(1) the median eminence of the tuber cin- 
ereum or hypencephalon; 

(2) the infundibular process which consists 
of a pituitary and a saccular surface and, 

(3) an infundibular stem and an infundi- 
bulum which occur in mammals and particu- 
larly in the primates.” He summarizes the parts 
of the hypophysis as follows: 

I. Parts derived from the neural ectoderm. 
1. The median eminence of the tuber cin- 
ereum. 

2. The infundibular process including the 

pituitary and saccular surfaces. 

3. The infundibular stem. 

4. The infundibulum. 

Il. Parts derived from the somatic ectoderm. 
1. Pars infundibularis. 
2. Pars tuberalis. 
3. Pars distalis including: 
a. The cortical zone. 
b. The medullary zone. 
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The International Commission on Anatomi- 
cal Nomenclature recommended the following 
divisions of the mammalian hypophysis (Taken 
from Grollman’). 


Major Divisions Subdivisions 


Adenohypophysis (1. Pars distalis) 
(Lobus glandularis) (2. Pars tuberalis) Anterior Lobe 
(3. Pars intermedia) 
Posterior Lobe 
Neurohypophysis (1. Processus Infundibuli) 
(Lobus Nervosus) 
(neural lobe) (1. Pediculus infundibularis (stem) 
(Infundibulum) (2. Bulbus infundibularis (bulb) 
(neural stalk) (3. Labrum infundibularis (rim) or 
median eminence of the tuber 
cinereum. 


The neurohypophysis, with which this paper 
is concerned, consists of the neural lobe and its 
stalk or infundibulum. The neural lobe plus 
the pars intermedia of the anterior lobe is set 
apart from the rest of the anterior lobe by a 
remnant of Rathke’s pouch and thus forms a 
natural division between the anterior lobe and 
the posterior lobe. From the foregoing divi- 
sions of the pituitary the pars intermedia is 
embryologically a part of the anterior lobe but 
is considered physiologically and clinically to 
be part of the neural or posterior lobe. 

Proceeding from below upwards, the neural 
stalk (infundibulum) consists of (1) a stem, 
(2) a bulb, and (3) a rim. The whole neural 
structure is termed the hypophyseal or pituitary 
stalk. The infundibulum according to Tilney’ 
is applied to the caudal portion of the floor of 
the third ventricle. The layer of tissue investing 
the tuber cinereum is called the pars tuberalis. 

Restated, for the sake of clearness, we have 
then, the anterior lobe (pars distalis); the pars 
intermedia which is between the anterior and 
posterior lobe; the neural or posterior lobe and 
extending upward, the infundibulum or infun- 
dibular process, and continuing upward to the 
median eminence of the tuber cinereum, is the 
pars tuberalis. The latter is a covering tissue 
which completely envelops the posterior aspect 
of the infundibular bulb and median eminence 
of the tuber cinereum (Tilney). 

A close connection exists between the third 
ventricle, the hypothalamus and the supraoptic 
nucleus. These in turn have close anatomical 
and physiological connections with the pituitary. 


As more and more of the hypothalamic-hypo- 
physeal system physiology comes to light the 
greater is the appreciation of these systems, 
close relationships. 

As Markee and associates said, “the obvious 
route by which the hypothalamus might exert 
its control over the anterior hypophysis is by 
way of the hypothalamico-hypophyseal nerve 
fibers in the pituitary stalk.” 

Wislocki and King* state that the hypophy- 
seal stalk is supplied by several arteries arising 
on each side from the internal carotid and the 
posterior communicating artery close to the 
union of the two vessels. These arteries an- 
astomose with one another on the same side 
and across the midline. Twigs enter the infun- 
dibular stalk and other branches run to the 
body of the hypophysis. These are the superior 
hypophyseal arteries. 

Wislocki® said that “it appears that the hu- 
man hypophysis has two arterial blood sup- 
plies: (1) The superior hypophyseal arteries, 
several in number derived from the internal 
carotids and the posterior communicating ar- 
teries. These supply the hypophyseal stalk and 
the anterior lobe. 

(2) The inferior hypophyseal arteries which 
arise from the internal carctids in the cavernous 
sinuses, and which supply the infundibular 
process by entering its free pole. The human 
arterial blood supply is consequently essentially 
identical with that traced in the monkey.” 

Both portal and systemic veins are found 
in the hypophysis. The portal veins stem from 
the capillaries and tuber cinereum area. They 
collect into larger venules and then divide into 
a second capillary network within the gland. 
The systemic veins are the lateral hypophyseal 
veins which drain the anterior lobe and the 
infundibular process into the cavernous or in- 
tercavernous sinuses. 

“Architecturally the pituitary resembles the 
adrenals since both are composed of two parts 
(a) a glandular epithelial portion (the adrenal 
cortex and the anterior pituitary) which wraps 
around (b) a nervous appendage of the auto- 
nomic system, the medulla of the adrenals be- 
ing part of the sympathetic, and the posterior 
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pituitary according to Cushing, part of the 
parasympathetic.””* 

The nerve supply to the posterior lobe is not 
too clearly defined. A nerve tract “goes from 
the nucleus supra-opticus of the hypothalamus 
through the infundibular stalk to the posterior 
lobe, a few fibers extending to the pars tuber- 
alis and the anterior lobe. This tract is inti- 
mately associated with the function of the neu- 
ral lobe. Other fibers pass into the posterior 
lobe from the tuber cinereum, and the para- 
ventricular nucleus. The hypophysis also re- 
ceives unmyelinated fibers from the carotid 
plexus by way of the arterial channels. Most 
of these are sympathetic fibers from the su- 
perior cervical ganglion, but some may be para- 
sympathetic fibers from the glossopalatine 
nerve.””? 


Histology 

The pars nervosa including the stalk is com- 
posed of (a) neuroglial cells; (b) fusiform cells 
which contain a brownish pigment in their 
cytoplasm (pituicytes) (c) nerve fibers, and 
(d) hyaline bodies. 

The neuroglial cells are characteristic of cen- 
tral nervous tissue but differ from the latter in 
their external form and specific cytologic char- 
acteristics. According to Sevringhaus’ many 
angular pituicytes (neuroglia cells) are present 
in the pars nervosa. Some are definitely granu- 
lar whereas others are devoid of granules. 
Nerve fibers from the supraoptic nucleus and 
a more posterior nucleus enter the pars nervosa 
through the hypophyseal stalk and terminate 
in its substances, or continue on into the pars 
intermedia. 

The hyaline bodies were thought to represent 
cells from the pars intermedia and pars tuber- 
alis which have undergone hyaline degenera- 
tion and traverse the pars nervosa and stalk to 
reach the third ventricle. 

There are varying numbers of pituicytes in 
the pars nervosa, some are large and some are 
small. The basophilic cells become more nu- 
merous with age. It is believed that these baso- 
philic pituicytes are the seat of the posterior 
lobe secretion. Changes in the pituicytes are 
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associated with varying secretory activity. 

Most of the posterior portion of the median 
eminence lying posterior to the third ventricle 
contains cells which resemble the neurohy- 
pophysis and must be regarded as part of the 
pars nervosa. Since this tissue remains after 
ablation of the posterior lobe proper, it is able 
to maintain the normal function of the pars 
nervosa.” 


Hormones and Physiology 


The rapid advances which have been made 
recently with potent anterior pituitary extracts 
in the form of adrenocorticotrophic hormone 
have dwarfed for the time being the importance 
of the posterior lobe physiology. No doubt as 
investigations continue this latter lobe will find 
its proper place in endocrine physiology and 
pathology. As it is, the literature on the pos- 
terior lobe is quite voluminous. 


Pressor Factor 


In 1895, Oliver and Schiifer* discovered an 
active extract of the posterior pituitary. They 
noted that it raised the blood pressure. Since 
that time extensive investigations have been 
carried on which demonstrated many physio- 
logic effects. 

The U.S. Pharmacopeia XIII, defines the 
posterior lobe extract as follows: 

“Posterior Pituitary is the cleaned, dried, and 
powdered posterior lobe, obtained from the 
pituitary body of domesticated animals which 
are used for food by man. The pituitary body 
must be removed from the animal immediately 
after slaughtering and then dried at once or 
kept frozen until dried. The potency of Pos- 
terior Pituitary shall be such that 1 mg. shall 
possess an activity equivalent to not less than 
1 U.S.P. Posterior Pituitary Unit. The potency 
of 0.5 mg. of the U.S.P. Posterior Reference 
Standard represents 1 U.S.P. unit.” 

There is an International Standard posterior 
powder against which all commercial prepara- 
tions are standardized. The unit of pituitary 
is defined as the activity contained in 0.5 mg. 
of the Standard Powder, when tested histologic- 
ally upon the isolated uterus of the virgin 
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guinea pig. The pressor action is measured by 
the use of an anesthetized cat or dog attached 
to a mercury manometer. 

The extract is obtained from the posterior 
lobe of cattle and contains besides pressor and 
oxytoxic factors, melanophore - expanding fac- 
tors which are due to the inclusion of the pars 
intermedia as well as the neural lobe tissue 
from which the extracts are made. 

As yet the active constituents of posterior 
lobe extracts (pressor and oxytoxic) have not 
been isolated in the pure state. 

There has been found a protein in pure form 
which contains the pressor, oxytoxic and anti- 
diuretic properties." This probably represents 
the hormone elaborated by the gland. 

Grollman said that “we have here an ex- 
ample of the ease with which a protein may be 
broken into several constituents which manifest 
distinct pharmacodynamic effects and which 
are therefore mistaken to represent distinct hor- 
mones elaborated by a gland.” 

The hormone is thought to be secreted by 
the pituicytes of the neural lobe. The adjacent 
hypothalamus is also thought to be a source of 
the hormone. The cerebrospinal fluid obtained 
by fourth ventricle puncture elicits the typical 
effects of posterior lobe extract in the isolated 
guinea pig's uterus.'’ '' Two to four hours af- 
ter excision of the pituitary or section of its 
stalk in cats the cerebrospinal fluid has lost its 
activity. 

Mestrezat and Van Caulaert'? demonstrated 
that in man and dogs activity is present only 
in the fluid obtained by sub-occipital, but not 
by lumbar puncture. 

It is not known in what form the secretion 
from the posterior lobe is secreted but it is 
considered to be a true hormone. 

The crude pituitary extract obtained from 
the posterior lobes of cattle has been separated 
into two fractions, pitressin and pitocin which 
are quite highly purified. The former possesses 
blood pressure raising action as well as anti- 
diuretic effects; the latter causes contraction 
of the uterine musculature. Both, however, 
cause hyperglycemia and are, therefore, direct 
antagonists of insulin. 
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All indications point to the fact that the 
melanophore-expanding principle is present in 
the pars intermedia and that the pressor, anti- 
diuretic and oxytoxic principles are found in 
the pars nervosa. 

When an extract of the posterior lobe is in- 
jected, certain pharmacologic effects are noted. 
Both sympathetic and parasympathetic actions 
are produced, the former are similar in some 
respects to the action of epinephrine but un- 
like the latter, are not inhibited by ergotoxin 
or ergotamine. Atropine does not prevent the 
posterior lobe extract’s effect on the blood ves- 
sels but inhibits its oxytoxic effect. 

There are three distinct actions of the ex- 
tract; peripheral vasoconstriction (pressor ac- 
tion); stimulation of the uterus (oxytoxic 
action); and action upon the renal tubules to 
enhance water reabsorption (antidiuretic 
action ). 

There is some difference of opinion regard- 
ing the blood pressure raising effect of posterior 
lobe extract. Therapeutic doses do not cause 
a significant rise in blood pressure in man.'* 

Geiling'** showed that in man, therapeutic 
doses of either solutions of pituitary U.S.P. or 
of pitressin given intramuscularly or subcutane- 
ously do not give any significant rice of blood 
pressure in spite of the marked pallor, which 
would lead one to infer that the arterial tension 
is elevated. 

The vasoconstrictor effect produces a marked 
pallor, its duration being about one-half to one 
hour. Patients receiving this should be told 
that they will look pale and ill, their appearance 
alarming friends and relatives. 

Best and Taylor’® state, “the blood pressure 
is raised, the systemic arterioles and capillaries 
both undergoing constriction. An initial de- 
pressor effect, or a pressor succeeded by a de- 
pressor effect may precede the main blood pres- 
sure rise. 

“A second injection of the extract shortly af- 
ter the first usually causes a depression of the 
blood pressure (inversion effect ).” 

During dehydration posterior lobe extract 
produces a rise in blood pressure.'® 
It causes constriction of the coronary and 
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pulmonary vessels but dilates the cerebral and 
renal vessels. This dilator effect on the latter 
vessels is caused by a rise in systemic blood 
pressure. 

The constrictor effect on the coronary ves- 
sels should be remembered whenever this ex- 
tract is used for it may precipitate angina at- 
tacks and even a fatal coronary thrombosis in 
individuals with coronary sclerosis. I have in- 
duced anginal attacks in arteriosclerotic indi- 
viduals by posterior lobe extract and it is a 
frightening experience. Judicious use of the 
extract, however, in an initial dose of one-half 
c.c. (ml.) of the obstetrical Pituitrin is of course 
warranted in suitable patients. Attention is 
called to the fact that pituitrin is put out in two 
strengths, the standard obstetrical Pituitrin and 
the surgical Pituitrin which is twice the strength 
of the former. 

The antidiuretic principle of the posterior 
lobe is more firmly established than that of the 
other active constituents. The pressor principle 
and the antidiuretic principle have usually been 
considered together whereas a separation of 
the oxytoxic principle from the two former has 
been made commercially available. No sepa- 
ration of the pressor principle and antidiuretic 
principle has been made in commercial prepa- 
rations. 

Kamm and his co-workers,” in 1928, sepa- 
rated two active fractions from the posterior 
lobe extract, one has marked vasopressor and 
antidiuretic effects. This was called Pitressin.®* 
The other fraction has a selective action on the 
uterus, an oxytoxic effect, and this was called 
Pitocin.®* 

However, each of these fractions contain 
some of the other due to contamination, the 
vasopressor-antidiuretic preparation may have 
as high as 200 pressor units and only 10 oxy- 
toxic units per mgm. The oxytoxic prepara- 
tions in highly purified form may contain as 
much as 250 oxytoxic units and only 5 pressor 
units per mgm. 


* Pitressin® is the trade name for vasopressin, and 
Pitocin® for oxytoxin. Constant usage of the trade names 
such as is the case with adrenalin has resulted in the 
trade name substitution for the U.S.P. terminology. 
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Not all workers agree to this separation. 
Abel,”” for instance, believed that there is only 
one chemical substance responsible for the pos- 
terior lobe action and that Kamm and his co- 
workers produced a breakdown of a single 
molecule into two active components. Further 
support for Abel’s opinion has come from 
Rosenfeld’s studies.'* 

He demonstrated that antidiuretic (pressor ) 
and oxytoxic principles contained in a clarified 
juice pressed from the posterior lobes sedi- 
mented together in the ultracentrifuge appar- 
ently as part of a protein molecule. If this 
juice was adjusted to about pH 4.0 and heated, 
the active principles were no longer sedimen- 
table. From this it would appear that both the 
antidiuretic and oxytoxic principles were stored 
in the neural lobe as parts of a protein mole- 
cule but that drastic treatment of such a 
molecule could cleave active fragments which 
earlier investigators had succeeded in sepa- 
rating from each other. Van Dyke'™ supports 
this view and said all subsequent work bears 
out this concept. 

If one will recall that the pharmacologic ef- 
fects of posterior lobe extract is on these meso- 
dermal derivatives, he will have a better un- 
derstanding of the posterior lobe function. 

It produces constriction of the mesodermal 
smooth muscles; stimulation of the mesodermal 
renal cells and activation of the mesodermal 
melanophores. 

Its metabolic effects may also possibly be on 
the basis of these pharmacologic and physio- 
logic actions. 

Since the posterior lobe extract stimulates 
mesodermal smooth muscle contraction, it is 
difficult to understand how the pitressin hor- 
mone would be so highly selective as to pro- 
duce contraction of the smooth muscle of the 
intestines, bladder, ureters, and gall-bladder, 
and not that of the smooth muscled uterus. 

Such a highly selective action of Pitressin 
leaving the uterus practically inert, whereas the 
oxytoxic factor, Pitocin, selects only the uterus 
for its action, is difficult to understand physio- 
logically and chemically. Perhaps by chemical 
manipulation such an action is possible but 
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does not seem physiologically or clinically 
sound. 

Posterior lobe extract when injected into hu- 
mans in therapeutic doses produces certain 
physiologic effects. Plain muscle is stimulated 
so that the smooth muscle of the intestine, 
uterus, gall bladder, ureter and urinary bladder 
contract. 

Cramps of the intestines and bladder may 
be complained of with resulting bowel move- 
ments and emptying of the bladder. 

Repeated doses are less effective and some- 
times without effect (tachyphylaxis). Large 
doses in the rabbit and dog produce weakening 
of the heart beat with dilatation. Coronary con- 
striction with weakening of the heart muscle 
is responsible for a lessened cardiac output and 
a fall in pressure in the pulmonary artery. It 
is this coronary constrictor effect with lessened 
cardiac output which makes commercial pos- 
terior lobe extract useless in strengthening the 
action of the heart muscle and in fact may be 
dangerous because of this pharmacologic effect. 

Melville and Stehle®® found that repeated in- 
jections of the extract caused a fall in blood 
pressure due to weakening of the heart muscle 
and is not of vascular origin. The injection of 
adrenalin or ephedrine will overcome the vaso- 
constrictor effect on the coronary arteries. Dale, 
in 1909,*" found that the isolated virgin guinea 
pig’s uterus was stimulated. 

Since that time some highly concentrated 
extracts produce uterine contractions in a dilu- 
tion of 1 part in 2,000,000,000. The oxytoxic 
effect is antagonized by progesterone or corpus 
luteum. Previously this antagonistic action of 
posterior lobe extract and corpus luteum was 
used for standardization of the former. The 
human uterus is most sensitive to the extract 
at the end of pregnancy and of course, use of 
this is made in obstetrics. The contraction of 
the smooth muscle in the walls of the mammary 
alveoli and ducts results in a temporary increase 
in lactating animals (galactagogue action). 

Because of its effect on smooth muscle, pos- 
terior lobe extract has been found useful in 
producing contractions of the intestines. Such 
clinical conditions as postoperative distention 


and paralytic ileus has been benefited by injec- 
tions of this extract. 

It has been used clinically in cholecystog- 
raphy.” Injection of the extract preceding 
cholecystography will assist in clearing the in- 
testines of gas so that a clear view of the gall- 
bladder may be obtained. 

The vasoconstrictor effect of the extract may 
be made use of in the form of a long-acting 
vasoconstriction, Pitressin Tannate® in oil. Its 
use, therefore, seemed logical in bleeding pep- 
tic ulcer. I have used it for this purpose with 
good results. A patient with peptic ulcer had 
a gastric resection and bled afterwards for a 
period of three months. He had had sixty-two 
transfusions during this time. He was given 
2 c.c. (ml.) of Pitressin Tannate in oil daily 
for five days and bleeding completely stopped 
on the third day. 

While the long arm of coincidence may have 
played a role in this, the fact that bleeding 
ceased so promptly and did not return, would 
indicate that the previous three months of 
bleeding served as a control and that the Pitres- 
sin Tannate was the effective therapeutic factor. 

There have been some quick responses from 
Pitressin Tannate in oil in checking the bleed- 
ing from peptic ulcer. It is well at the begin- 
ning to give one c.c. (ml.) of the aqueous pos- 
terior pituitary extract while waiting for the 
slower Pitressin in oil to take effect. Further- 
more, bleeding in general from the gastro- 
intestinal tract such as seen in ulcerative colitis, 
also responds to posterior lobe extract. Here, 
too, the aqueous extract should be used in con- 
junction with the slower acting Pitressin in oil. 

Another use of the vasoconstrictor effect of 
the posterior lobe extract has been made by 
Trimble and Wood.”* These investigators in- 
jected the aqueous extract intravenously in 
thirty-two patients with pulmonary hemorrhage. 
They gave 10 international units of posterior 
lobe extract, (Pituitrin) with 10 c.c. of isotonic 
sodium chloride solution given slowly over a 
ten-minute period. The pulmonary hem- 
orrhages were due to various diseases such as 
tuberculosis, bronchiectasis, tumors, heart dis- 
ease and others. Prompt control of the hem- 
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orrhage was obtained in all but one case. 

They said that one intravenous injection will 
control the severest pulmonary hemorrhage 
from whatever cause. 

In 1943, I advocated the use of Pitressin 
Tannate in oil for uterine bleeding.*** At that 
time I reported only ten cases which were suc- 
cessfully controlled by 1 c.c. of Pitressin Tan- 
nate in oil given daily. Following this lead, 
Benson®* reported one hundred sixty-seven 
cases of uterine bleeding in which he gave | c.c. 
daily for five days. One-third of the cases 
ceased to bleed within twenty-four hours; one- 
half of the total number within forty-eight 
hours and about one-sixth of the patients had 
no hemostasis. 


Antidiuretic Effect 


Posterior lobe extract exerts an antidiuretic 
effect by preventing diuresis which follows the 
ingestion of water. Magnus and Schifer** dis- 
covered this principle in 1901. 

As previously stated, the pressor and anti- 
diuretic activities are contained in the same 
compound. 

The original investigations of Magnus and 
Schafer were made on anesthetized animals. 
The intravenous injections of posterior lobe 
extract into these animals caused a transient 
reduction followed by an increase in the rate 
at which the urine flowed from the ureters. 
Later a phase of lessened urinary secretion 
may then appear. This effect is almost always 
accompanied by changes in the flow of blood 
through the kidneys. 

According to Van Dyke," “The view held 
by most investigators is that the transient diu- 
resi» induced by the intravenous injections of 
a posterior lobe extract or the vasopressor prin- 
ciple into anesthetized animals is due to local 
renal circulatory changes, chiefly in the glo- 
meruli. The urine of posterior lobe diuresis 
contains an increased amount of chloride—both 
relative (percentage) and absolute.” Diuresis 
induced by the injections of hypertonic sodium 
chloride or urea is increased by the additional 
intravenous administration of posterior lobe ex- 
tract. It is not known just how the effects of 
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posterior lobe extracts are modified by anes- 
thetics. 

The antidiuretic principle is essential in the 
maintenance of the water balance of the body, 
being secreted when the need for water con- 
servation arises. Goodman and Gilman*’ state 
that if a normal kidney is already excreting 
a maximally concentrated urine, the action of 
additional posterior pituitary substance is not 
detectable. Thus, the antidiuretic hormone will 
inhibit a water diuresis, but it is ineffective 
against a salt or urea-induced diuresis, for the 
kidney is concentrating the salt or urea to its 
maxima! ability. 

Furthermore, an important clinical point to 
remember is that not only the osmotic diuretics 
but also the xanthines and mercurials counter- 
act the antidiuretic action of posterior pituitary 
extract. This may be taken as added evidence 
that the site of action of the xanthine and mer- 
curial diuretics is the renal tubule. 

The antidiuretic effect by inhibiting water 
diuresis has been made use of in the diagnosis 
of epilepsy by Garland et al.** They found that 
seizures could be induced in epileptics by giv- 
ing large amounts of water by mouth together 
with injections of Pitressin. The test appears 
to be free from risk provided patients are kept 
under close observation, are young and apart 
from epilepsy, are healthy. According to 
Blyth®® accuracy of diagnosis when such tests 
are used approaches eighty-seven percent. Ob- 
viously this is not an office procedure. Pitressin 
has been used clinically to accelerate drainage 
of the kidney pelvis in pyelitis. In patients with 
diabetes insipidus, therapeutic doses of posterior 
lobe extract produce a marked antidiuretic ef.- 
fect which lasts for hours. This of course is 
used in the treatment of this disease. Normal 
subjects who have previously ingested water 
also display this effect. 

Von den Velden,*® in 1913, found that the 
subcutaneous injection of posterior lobe ex- 
tract inhibited water diuresis in man. During 
the antidiuretic period the urine contained an 
increased amount of chloride, phosphate and 
total nitrogen. 

The diuresis inhibition is not due to an in- 
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terference with the absorption of water from 
the intestine. It is concluded that the anti- 
diuretic effect of the extract is primarily on 
the kidneys. 

Burgess, Harvey and Marshall*' concluded 
that posterior lobe extract causes an increased 
rate of water reabsorption because of its effect 
on Henle’s loop which is found in the kidney 
of the mammal and bird but not in that of 
animals of other classes. 

Molotor and Pick*? were of the opinion that 
in the presence of excess water, a water center 
in the diencephalon is stimulated with resulting 
diuresis; if, however, posterior lobe extract is 
administered, diuresis is inhibited because of 
the extracts effect on the water center. In this 
they are supported by others, including Hoff 
and Wermer.** 

Marshall,** in an extensive review of phylo- 
genetic studies, localized the site of osmotic 
work in the reabsorption of water in the cells 
of the loop of Henle. The antidiuretic hormone 
supposedly is essential for these cells to re- 
absorb water to their maximal capacity. 

Posterior lobe extract injections into man or 
dog results in a more alkaline urine due prob- 
ably to an increase in the total amount of fixed 
base in relation to sodium. The most generally 
increased change is an increase in the concen- 
tration and total amount of sodium and chlor- 
ide. Naturally from a clinical standpoint, pos- 
terior lobe extract would be contraindicated in 
patients on a low sodium diet. 

Furthermore in nephritis there is danger in 
its use for as Selye*® has shown, large doses of 
Vasopressor posterior lobe extracts produce 
multiple anemic infarcts in the kidney, presum- 
ably due to their vasoconstrictor effect. 

In an extensive investigation of diabetes in- 
sipidus and neurohormonal control balance, the 
work of Fisher, Ingram and Ranson" is an out- 
standing contribution and their work is exten- 
sively quoted. These investigators found that 
the surgical removal of the posterior pituitary 
in experimental animals produces a lasting 
polyuria which closely resembles the clinical 
condition of diabetes insipidus. The anterior 
lobe of the pituitary is essential to permanent 


diabetes insipidus, this lobe having diuretic 
properties. Furthermore interruptions of the 
pathways leading from the hypothalamus (such 
as the median eminence) to the posterior lobe 
and causing degeneration and destruction of 
the nerve fiber pathways resulted in permanent 
diabetes insipidus. 

In these experiments, these investigators used 
the Horsley-Clarke sterotaxic instrument for 
accurate localization of the lesions at any de- 
sired point in the hypothalamus. These pro- 
duced degeneration of the supraoptico-hypo- 
physeal tracts resulting in a fall of about ninety- 
five percent of the antidiuretic action. 

In their discussion they said “These results 
would appear to prove two things. First, they 
indicate that in diabetes insipidus there is a 
marked diminution or total abolition of the anti- 
diuretic principle of the neural division. It has 
been shown that the only lesions of the hypo- 
thalamus which produce diabetes insipidus are 
those which result in the atrophy of the neural 
division. A deficiency in the secretion of the 
antidiuretic principle may reasonably be in- 
ferred from this atrophy alone. The circle of 
evidence in favor of the deficiency theory of 
diabetes insipidus is finally closed by the well 
known fact that extracts of the neural division 
can control the polyuria and polydipsia of this 
disorder. “Secondly, these results show that 
not only is the secretion of the antidiuretic 
principle under the control of the hypothal- 
amico-hypophyseal system, but also the secre- 
tion of the pressor and oxytoxic components. 
For it has been demonstrated that after appro- 
priate damage to this system these components 
can no longer be extracted from the hypophysis 
or at best are present in extremely minute 
quantities.” 

Verney*™ stated that “the pars nervosa of 
the hypophysis is essentially the macroscopic 
representation of the multiple and terminal 
branching of axons most of which originate 
from the supraoptic nucleus.” From his experi- 
mental investigation he was of the opinion that 
“water diuresis is fitly and accurately described 
as a condition of physiological diabetes insipi- 
dus and there can be little doubt that the anti- 
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diuretic secretion of the neurohypophysis is a 
hormone in the physiological sense that it lib- 
eration is mainly and continually governed by 
the contemporary concentration of sodium 
chloride in the carotid arterial plasma. The 
physiological fitness of this control is empha- 
sized by its quantitative aspects, in that changes 
within the range and of the order of one per- 
cent in the osmotic pressure of the arterial blood 
lead, through the intermediation of the anti- 
diuretic hormone to changes in the rate of water 
excretion within the range and of the order 
of one thousand percent; the maintenance of 
near constancy in the osmotic pressure of the 
internal environment is thereby achieved.” 

Verney*” said that the secretion of anti- 
diuretic hormone varies continually with the 
contemporary osmotic pressure of the arterial 
plasma. Changes in the concentration of so- 
dium chloride and other osmotically active sub- 
stances act on cells of selective sensitivity which 
he called osmoreceptors. These latter cells are 
intimately connected or situated in the supra- 
optic and paraventricular nuclei. From these 
nuclei nerve impulses descend to the antidiu- 
retic secreting cells of the neurohypoohysis. 
The evidence points to a constant production 
of antidiuretic hormone under normal circum- 
stances. 

Pickford** showed that acetylcholine has 
antidiuretic properties and believed that this 
substance is the humoral transmitter to the 
neurohypophysis. DeBodo*’ has shown that 
morphine is the most potent drug in producing 
a marked output of antidiuretic hormone which 
results in blocking water diuresis. Of further 
practical clinical interest is the fact that bar- 
biturates also produce an antidiuresis.*’ Star- 
ling and Verney*' made the observation that 
the kidney of a heart-lung-kidney preparation 
is unable to excrete urine having an osmotic 
pressure higher than that of the blood unless 
posterior pituitary extract is added to the per- 
fusion liquid. It has been demonstrated that 
diuresis does not occur when a dog's head is 
included in the circulation but does occur if 
the hypophysis is removed. Because of the pos- 
terior lobe’s influence on the kidney the extract 
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is used for kidney function tests. Schneeberg** 
compared the concentration test of renal tubular 
function in which posterior pituitary extract 
was used, with the standard Fishberg test. The 
posterior pituitary extract injection yielded such 
similar results to warrant its use routinely as 
a substitute for the latter test. 

In one hundred and thirty-six patients sub- 
jected to the experiment none showed any sen- 
sitivity to the extract. There was a transient 
rise in blood pressure and an acceleration of 
the heart action. The test is simple to perform 
and avoids the sources of error inherent in 
tests requiring periods of abstinence from 
fluids. 

Horne and Morris** studied twenty-five pa- 
tients with renal disease and used the Pitui- 
trin test. By this means they were able to clas- 
sify accurately whether or not a patient should 
be classified as having impaired renal function. 
It was found that a greater variation occurred 
in patients with diseased kidneys than in pa- 
tients without kidney disease. The Pituitrin 
test also measured with a great degree of ac- 
curacy the concentrating power of the kidneys 
in ten patients with edema, whereas the fluid 
restriction tests gave an abnormally low spe- 
cific gravity in these patients. 

The advantage of the Pituitrin test is that 
there is no prolonged period of fluid restric- 
tion; the test needs no special preparation; and 
it is done rapidly. It also is of service in pre- 
operative cases where it is not feasible to post- 
pone operation for a day or where fluid re- 
striction is contraindicated. 

The recent years has brought about many 
discoveries concerning the physiology and func- 
tions of the adrenal cortex. Particularly as it 
concerns the effects of this hormone on sodium 
chloride metabolism and diuresis, it is im- 
portant to study these actions in the light of 
posterior lobe function as the adrenal cortex 
is its physiological counterpart. 

Gaunt, Birnie and Eversole‘ give a most 
comprehensive review of the adrenal cortex and 
water metabolism. In this article they attempt 
to interpret the role of the adrenal cortex and 
the posterior pituitary in water metabolism 
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The cortical hormones cause sodium retention, 
and hence water retention, leading to the con- 
ception that their action on water metabolism 
was one of water conservation. Recent years 
have shown, however, say these investigators, 
that it has become clear that a definite func- 
tion of cortical hormones is to stimulate water 
diuresis. In a water-loaded animal this action 
can be a dramatic life-saving one. Under 
proper circumstances the water-eliminating ef- 
fect of cortical hormones is of comparable 
magnitude to that of the water-conserving ac- 
tion of their physiological counterpart, the pos- 
terior pituitary antidiuretic hormone. 

Britton and his collaborators** have taken 
the view that normal water balance is the result 
of an antagonism between the physiological 
diuresis of the cortical hormones and the physi- 
ological antidiuretic posterior lobe hormone. 
Much work is being done to establish evidence 
that there exists a physiological release and 
check of the diuretic cortical hormones and the 
antidiuretic posterior pituitary hormone. While 
there is much to suggest this balance which 
controls water and electrolyte metabolism final 
proof must be awaited. 

As is known, sodium, chloride and bicar- 
bonate are lost in large quantities in adrenal in- 
sufficiency. The sodium and chloride content 
of sweat is high in Addisonian patients and in 
normal individuals is reduced by either desoxy- 
corticosterone acetate or A.C.T.H.** It is pos- 
sible that some of these actions of the cortical 
hormones on sodium chloride metabolism are 
due to an imbalance between the adrenal cortex 
and posterior pituitary functions. Winter, In- 
gram and Gross*’ found that the depletion of 
plasma sodium which follows adrenalectomy 
in cats is dependent upon a functional posterior 
pituitary. The removal of the adrenals di- 
minishes the diabetes insipidus produced by 
adequate hypothalamic lesions. Kuhlman and 
associates,** working on dogs, using desoxy- 
corticosterone acetate injections produced a 
diabetes insipidus like condition which does not 
respond to posterior lobe injections. 

Ragan and associates*® likewise produced 
the same diabetes insipidus like condition by 
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the same substance unresponsive to posterior 
lobe extract. Jaffe and I,**” using dogs and de- 
soxycorticosterone acetate injections, produced 
a diabetes insipidus-like syndrome. In two 
dogs with this syndrome we found lymphocytic 
infiltration of the hypothalamus. 

In one of our patients who had myasthenia 
gravis, in whom pellets of desoxycorticosterone 
acetate were implanted, one was crushed for 
rapid absorption and a diabetes insipidus-like 
syndrome developed. He likewise developed 
tetany with lowering of the serum calcium. 

According to Gaunt and associates,‘*” the 
various cortical hormones enhance urine vol- 
ume in two ways; (a) they augment thirst due 
to sodium retention, (b) they inhibit tubular 
reabsorption of water. More recently Birnie 
and associates ** discovered that an antidiu- 
retic substance, which behaves like posterior 
pituitary antidiuretic hormone, can be detected 
and measured in the blood serum of normal 
rats. The properties of this substance as given 
by the authors suggest its identity with posterior 
pituitary antidiuretic hormone: “(a) its anti- 
diuretic action is affected by enhancing the 
tubular reabsorption of water although it tran- 
siently increased glomulerlar filtration; (b) it is 
chloruretic; (c) it is increased in dehydration 
and decreased by hydration; (d) it is not detec- 
table in the serum of hypophysectomized rats; 
(e) it is, like Pitressin, quickly inactivated by 
neutralized thioglycollic acid.” 

“This antidiuretic substance was found to be 
increased after adrenalectomy, a result in har- 
mony with an earlier report that an antidiuretic 
substance appeared in the urine of cats after 
adrenalectomy.” Apparently there is an at- 
tempt on the part of the pituitary to compen- 
sate for the loss of the adrenals. 

It is known that if one adrenal is removed 
from dogs, there will occur within about ten 
days a compensatory enlargement of the re- 
maining adrenal. However if this experiment 
is performed by doing a unilateral adrenal- 
ectomy and within a few days later, a hypophy- 
sectomy, no hypertrophy of the remaining 
adrenal will take place. 

The influence of posterior lobe hormone on 
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sodium as well as the fact that this hormone 
acts as a pressor substance has placed this por- 
tion of the pituitary gland in a speculative po- 
sition as being responsible in a measure for 
hypertension. Clinically, low sodium diets are 
now in extensive use in hypertension. 

At present much evidence has accumulated 
showing an antagonistic action of cortical and 
posterior pituitary hormones on sodium chlor- 
ide excretion as well as on water excretion.** " 
The diuretic response to forced water is slug- 
gish after hypophysectomy as it is after adrenal- 
ectomy. The renal abnormalities of hypophy- 
sectomized dogs are not repaired by cortical 
hormones. 

Gaunt and his co-workers,** reached certain 
conclusions from their own investigations and 
those of others. In part, those relating to 
the posterior pituitary function and adrenal 
cortex are as follows: “The probable cause of 
the increased tubular reabsorption of water in 
adrenal insufficiency is an accumulation of, or 
an increased responsiveness to, circulating anti- 
diuretic substances. Increased amounts of anti- 
diuretic material have been seen in the urine 
of adrenalectomized rats and in the blood serum 
of adrenalectomized rats and in Addisonian pa- 
tients. Considerable evidence points to their 
pituitary origin. In any case, when the diuretic 
cortical hormones are absent, there is an in- 
creased sensitivity to posterior pituitary A.D.H. 
(Antidiuretic hormone). A subnormal output 
of A.D.H., theoretically at least, could bring 
about therefore antidiuresis during adrenal in- 
sufficiency because it would be acting in the 
absence of a normal antagonist. 

An important distinction should be drawn, 
however, between the analagous antidiuretic 
role of A.D.H. and the diuretic role of cortical 
hormones: A.D.H. is secreted at a variable 
rate and is sensitively responsive to varying 
states of hydration. At present there is no evi- 
dence to show that mild fluctuations in water 
load alter the rate of cortical hormone secre- 
tion, although such possibilities have not been 
excluded. Within fairly wide limits, an in- 
creased output of A.D.H. may antagonize the 
effects of cortical hormones and maintain water 
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balance at a more or less normal urine volume. 
A.D.H. administration, however, is much less 
effective in controlling a diabetes insipidus-like 
condition induced by D.C.A. (Desoxycorticos- 
terone acetate) than it is in ordinary diabetes 
insipidus. This is a counter-part of the in- 
creased effectiveness of A.D.H. after adrenal- 
ectomy. Presumably, then, when the cortical 
hormone level is high enough, water balance 
can only be attained by increased water intake. 
According to this hypothesis, the cortical hor- 
mones would be essential for diuresis, but the 
finer regulation of water exchange would de- 
pend on factors controlling thirst mechanisms 
and A.D.H. secretion. When both the corti- 
coids and A.D.H. are reduced in body fluids, 
as in hypophysectomy, rapid diuresis is impos- 
sible although readily restored by cortical ex- 
tract. This demonstrates again the essential 
role of the cortical hormones for a high rate of 
water excretion, whatever may be the nature 
of their interesting function with A.D.H. 

In diabetes insipidus, the action of cortical 
hormones, uninhibited by A.D.H. is almost cer- 
tainly contributory to the observed polyuria. 
Anterior pituitary factors, other than the 
A.C.T.H.-adrenal cortical system, however, 
seem to have important influences as well. The 
essential role of the anterior pituitary in main- 
taining a state of diabetes insipidus when the 
neurohypophysis is removed or inactivated is 
best explained as being due to multiple influ- 
ences, the sum total of which achieves 
polyuria.” 

It is well to remember as a general rule that 
the adrenal cortex hormone stimulates diuresis 
whereas the posterior pituitary hormone pro- 
duces antidiuresis. 

Thyroid substance or thyroxin is known to 
produce water diuresis and it is quite possible 
that the thyroid activates the whole pituitary 
gland and this in turn activates the adrenal 
cortex. In congenital hypothyroidism Wege- 
lin®* has shown that the adrenal cortex is small. 

Recently Statland and Lerman concluded 
that among five types of myxedema as regards 
its relationship to the pituitary and adrenal 
gland function, there was a primary myxedema 
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with secondary depression of the pituitary func- 
tion and possibly of adrenal function. Thy- 
roxin is known to increase adrenal cortical 
activity." °° Hyperthyroid animals excrete 
large volumes of water with a very low chloride 
and sodium content.*" °* This diuresis is abol- 
ished by adrenalectomy and as Gaunt and asso- 
ciates®™* said, is therefore dependent in some 
way on adrenal function. Levy, Marschelle and 
Kepler’ found that hyperthyroidism in man 
produces effects opposite of that seen in ani- 
mals, namely a decreased rather than an in- 
creased water tolerance. The fact that thyroid 
effects nervous tissue may explain its action on 
water metabolism by way of the nervous por- 
tion of the pituitary, the neurohypophysis, as 
well as on the nervous tissue of the supraoptic 
nucleus and hypothalamus. 

Oxytoxic Factor: The oxytoxic factor of the 
posterior lobe is contained in the commercial 
posterior lobe extract which also contains the 
pressor, antidiuretic and melanophore-expand- 
ing principles. There is however, commercially 
available a preparation called Pitocin®* (alpha- 
hypophamine) which is a sterile aqueous 
solution of the oxytoxic hormone of the 
posterior lobe and is relatively free from 
pressor activityfl It is standardized by the 
U.S. P. method to contain 10 oxytoxic units 
per cubic centimeter. 

This preparation stimulates contraction of 
uterine musculature and increases the tone of 
the uterus by direct action. Its use in obstetri- 
cal practice avoids elevation of blood pressure 
caused by the pressor factor present in unfrac- 
tionated posterior pituitary extracts, and its low 
protein content and freedom from impurities 
minimizes the likelihood of systemic reaction. 

Pitocin is given by subcutaneous or intra- 
muscular injection. Individual dosage and in- 
tervals between injections vary with the indi- 
cations of clinical usage. Occasionally in 


emergencies Pitocin may be given intraven- 
ously but must be diluted with 3 cc. to 5 cc. 
of normal saline to facilitate slow administra- 
tion. It has been used in postpartum hemorrhage 
due to uterine atony. If a single injection of 
0.5 ce to 1 cc. (5 to 10 units) of Pitocin does 
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not control bleeding, or where there is relaxa- 
tion or atony of the uterus, this dose may be 
repeated. To maintain tonic contraction, a full 
dose of ergot or one of its alkaloids should be 
given. 

Routine use of Pitocin during the first or 
second stage of labor is not generally recom- 
mended because of the danger of violent uterine 
contractions. It may be used, however, in uter- 
ine inertia or abruptio placentae provided there 
is no mechanical obstruction. Siddall® pointed 
out that there is always some danger involved 
when using oxytoxics in the first stage of labor 
and large doses are dangerous. Sharkey*’ 
stated that no posterior pituitary extract should 
be used when uterine inertia is due to the fol- 
lowing: 

Generally contracted pelvis. 

Abnormal position of the fetus, as persistent 
occiput posterior, breech, shoulder, face or deep 
tranverse arrest of the vertex. 

Tumors of the uterine wall or other tumors 
in or near the uterus blocking the birth canal. 

Congenital anomalies such as_bicornate 
uterus or infantile uterus. 

Abnormal positions of the uterus, as retro- 
flexion or anteflexion with pendulous abdomen. 

Great multiparity causing thinning of the 
uterine wall with danger of spontaneous rupture 
of the uterus. 

Overdistention of the uterus, as in polyhy- 
dramnios, and multiple pregnancies. 

Scars in the uterus from previous operations 
or disease of the uterine wall. 

Dystocia dystrophia syndrome. 

Rigid cervix, undilatable. 

Low implantation of the placenta. 

Small doses of the oxytoxic principle aug- 
ment the tone and increase the amplitude of 
the contractions and added injections produce 
uterine tetany lasting five to ten minutes. 

It has been found that the uterus is more 
sensitive to posterior lobe extract during the 
first two weeks of the menstrual cycle and more 
reactive as pregnancy progresses."* Appar- 
ently the reason for these alterations of sensitiv- 
ity result from the action on the uterus of the 
estrogenic and luteal hormones. Estrogen in- 
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tensifies and progesterone diminishes the re- 
sponse of the uterus to pituitary extract.** The 
cervix of the uterus does not respond even in 
high concentration of the drug. The effects of 
Pitocin are diminished by atropine and in- 
creased by the simultaneous administration of 
quinine. 

It was natural that investigations were under- 
taken to show that the posterior pituitary was 
in part, responsible for the induction of labor. 

Knaus® found that experimental injection 
of posterior pituitary extract did not exert any 
effect on the uterus except shortly before par- 
turition and concluded that parturition was due 
to the gradually increased muscular power of 
the uterus. It has been found that removal of 
the posterior pituitary in rats, cats, or dogs or 
after hypophysectomy during the late stages 
of gestation, normal parturition may still 

The oxytoxic principle has not been demon- 
strated in the blood or cerebrospinal fluid. 
However, Fisher, Magoun and Ranson” found 
a disturbance in parturition following destruc- 
tion of the neurohypophysis. Electrical stimu- 
lation in the infundibular region after parturi- 
tion produces an increase in the frequency and 
amplitude of uterine contractions which are 
similar to those produced by the oxytoxic prin- 
ciple.** The response persists after spinal sec- 
tion of the splanchnic nerves and vagotomy. 
This adds support to the argument that the 
pituitary is the physiologic source of the oxy- 
toxic principle. 


Pigment Effects of the Pars Intermedia 


Since the posterior lobe includes the pars 
intermedia the effect of the latter (which is 
included in the commercial posterior lobe ex- 
tract and the pressor principle of Pitressin) 
on the pigmentary-effector system should be 
discussed. Certain lower vertebrates such as 
the frog and toad, have the ability to change 
their color varying with the background. This 
is a protective mechanism. The pars intermedia 
of the amphibia elaborates a hormone which 
produces a melanophore expansion. The black 
pigment granules present in the epidermis are 
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dispersed by the action of this hormone. It is 
found in mammals, including man, as well as 
in amphibia, reptiles, birds and fish. It is prob- 
ably related to visual adaptation. 

Allen® and Smith’® were the first to call at- 
tention to the pigmentary changes following hy- 
pophysectomy. These were the silvery appear- 
ance and albinism of the frog embryo. 

Today the conclusion seems justified from 
the experimental and clinical work that the pars 
intermedia is responsible for the pigmentary 
changes which follow its removal in animals. 
There is a contraction of the melanophores and 
as Van Dyke** said the granules of melanin 
instead of being diffusely distributed in the pig- 
ment-cell and its processes are clumped to- 
gether in the central part of the cell. As a re- 
sult, the skin appears to contain less black pig- 
ment—the degree of the change depending upon 
the number and nature of the chromatophores. 

In addition, there is observed a marked “ex- 
pansion” of the xantholeucophores (tadpoles, 
frogs and toads). In hypophysectomized tad- 
poles there is also a reduction in the amount of 
free melanin and in the number of melano- 
phores in the epidermis. Hogben and Slome"' 
from their experimental work concluded that 
the white background response of xenopus lae- 
vis depends upon a secretion of the pars tuber- 
alis. There have been experiments performed 
on various types of fish (mustelis canis) a teleost 
fish, Fundulus heteroclitus. 

According to Van Dyke'* in several teleost 
fishes changes in the chromatophores may fol- 
low the injections of extracts of the pars inter- 
termedia or of the posterior pituitary lobe. To 
what extent, he said, the formation of pigment 
and the control of the chromatophores depend 
on the pituitary is not known except in Fun- 
dulus in which the pituitary appears to be of 
little importance in regulating chromatophores. 
At the time of spawning there occur changes 
in the pigmentation of fishes such as the stickle- 
back (Gastrosteus aculeatus), the Bitterling 
(Rhodeus amarus) and the small carplike 
Phoxinus laevis. The most prominent altera- 
tion consists of the development of a brilliant 
red color in the ventral part of the body, es- 
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pecially about the fins. This “wedding dress” 
is much more prominent in the male and may 
persist for more than two months. 

Zondek and Krohn” injected an extract of 
the posterior lobe into the minnow (Phoxinus 
laevis) which is from 7 cm. to 9 cm. and a 
characteristic red coloration appears within half 
an hour at the point of attachment of the thor- 
acic, abdominal and anal fins. 

Of clinical interest is the work of Collin and 
Drouet™® that the melanophore-dilating prin- 
ciple, formed in the pars distalis as well as the 
pars intermedia has been found in the urine 
of toxic goiter patients. This observation would 
explain the pigmentation which is so frequently 
present in toxic goiter patients. That is the 
toxic goiter stimulates the nervous tissue of the 
pituitary as well as the pars distalis and an in- 
crease of the pigmentary principle is released. 
Increase of skin pigmentation seen in goiter 
patients was reported by Murray’ as present 
in 16.6 percent of his first one hundred and 
twenty patients, and in 23.3 percent of his 
series of one hundred and eighty patients. A. 
Kocher®® in his experience, said that about 
thirty percent of goiter patients showed an ab- 
normal pigmentation of the skin, varying in 
intensity from a light tan to a deep brown 
color. Possibly the cloasma of pregnancy might 
well be due to hyperfunction of the pituitary. 

Van Dyke’ said that in some amphibia 
light may directly affect the chromatophores, 
the melanophores of the frog are altered chiefly 
because of optic stimuli. Adaptive coloration in 
the anura (toad and frog), so far as the melan- 
ophores are concerned appears to depend, he 
said, upon the nervous regulation of secretory 
activity in the pars intermedia. Melanosome 
dispersion has been caused by the following 
tissues or fluids or extracts of these: hypothala- 
mus, cerebrospinal fluid; (lumbar fluid is often 
reported to have no effect), eye, (and aqueous 
humor) blood, urine and colostrum. The effect 
of eye and aqueous humor extracts in produc- 
ing melanosome dispersion is of interest in re- 
gard to retinitis pigmentosa and pigmentary 
disturbances of the eye. Jores’™ and Jores and 
Hotop”™ stated that the instillation of melano- 
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phore-stimulating hormone into the eye short- 
ened the time required for adapting the eye to 
darkness. 

Jores’™ noted the following, “When an ani- 
mal is brought into darkness, there is an im- 
mediate fall in the active melanophore hormone 
content of the pituitary. The content of the 
blood-pressure-hormone in the posterior lobe 
is next to decrease followed within one-half to 
one hour by an increase of double the original 
amount. This transposition is affected via the 
eye. It has been known for some time,” he said, 
“that in the eyeless frog, the ability of adaptive- 
ness, to the ground or substratum (Untergrund ) 
was disturbed. Von Greving found this to be 
due to a direct nervous connection between the 
eye and the pituitary.” Rodewald™ reported 
that she could produce the characteristics of a 
light-adapted animal in a dark-adapted animal 
by electrical stimulation of the optic nerve. 

Geiling and Lewis'*® found that tissue cul- 
ture of the neural lobe admixed with the inter- 
mediate lobe have pressor and melanophore- 
dispersing activity, while those of the intermedi- 
ate lobe alone have only melanophore-dispers- 
ing activity. That light affects the melanosomes 
of the frog is shown by the fact that when they 
are kept in complete darkness for about twenty 
minutes, the melanosomes become concen- 
trated and the hormone causing their dispersion 
is said almost to disappear. Within fifteen 
seconds after exposure to light there is a re- 
appearance of the hormone because of optic 
stimuli. 

Bissonnette” stated that there is increasing 
evidence of the induction of physiological and 
cytological changes in the pituitary by nervous 
excitation and some evidence for such changes 
in response to modified exposures to light. He 
found at the crest of sexual activity vacules in 
both basophil and eosinophil cells of the an- 
terior lobe like those in “castration” cells. 

Jores*®’ in his latest book said that if one 
grows pars intermedia tissue in a tissue culture, 
only pigment hormone will be found in the cul- 
ture. The pigment hormone is found in con- 
siderable amount in the human hypophysis and 
is formed in the anterior lobe cells. The ques- 


MEDICAL TIMES 


. 
ba 
j 
¥ of 
7 


tion, said he, if two different pigment-stimulat- 
ing hormones, one an erythrophore hormone or 
intermedin, and a melanophore hormone, exists, 
is at present not clear and in this connection, 
of questionable significance. The pigment hor- 
mone, next to adrenalin, is the oldest in point 
of phylogeny of all the hormones. Jores found 
that intracerebral injection of pigment hormone 
produces in rabbits an increase in blood sugar 
and a drop in temperature. He concluded that 
the pars intermedia is the focal point where 
light stimulation produces hormonal changes. 
This is of great importance as showing the way 
light affects the endocrine system and this in 
turn the vital processes of the body. 

Enough has been said to show that the pars 
intermedia of the pituitary is concerned with 
pigment formation. 

Naturally from a clinical standpoint its ap- 
plication in the condition vitiligo or leukoderma 
was thought of. Several years ago Abbott and 
myself*** tried Pitressin Tannate in oil on sev- 
eral subjects with vitiligo. Two were colored 
females. A trial of from twenty to twenty-five 
injections failed to produce a change. However 
Mussio-Fournier and associates claimed good 
results from posterior lobe extract.*° 

Because of the close relationship existing 
between the eye, the supraoptic nucleus, the 
pars intermedia and the fact that the hypo- 
thalamus and aqueous humor of the eye con- 
tained a melanosome-dispersing principle Pino 
and I*** studied cases of retinitis pigmentosa. 
We were interested in determining whether a 
pituitary factor could be shown in these cases. 

We studied twenty-one patients and some of 
the statements made in the summary are given 
for they have a practical clinical aspect. 

1. One hundred percent of the patients had 
a high-arched palate—the significance of which 
will be discussed later. 

2. Ninety-five percent (20 patients) had 
dark hair, and but one had blonde hair and 
this was in the youngest patient, a boy of 
eight years and his hair was getting darker. 

3. Fourteen percent (3 patients) were off- 
spring of consanguineous patients. 

4. The average height of the males was 
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177.85 cm. (70.2 inches). 

5. The familial heights showed a tendency 
to tallness, eighty percent (seventeen) of the 
twenty-one patients having one or more mem- 
bers in the immediate family who were 180.34 
cm. (71 inches) in height. 

6. Eighteen (85.7 percent) had goiters of 
the adenomatous type. 

The finding of a high arched palate in cases 
of retinitis pigmentosa has been confirmed by 
Givner and Bruger.*' The high arched palate 
was assumed as indicating a pituitary disturb- 
ance, since the anterior lobe originates embry- 
ologically from the roof of the mouth. A high 
arched palate is also found in arachnodactyly 
(Marfan’s syndrome) as it is in migraine, epi- 
lepsy, and allergic disorders. It seems to be 
associated with a disharmonious arrangement 
of body structure. Some of these are hammer 
toes, spina bifida occulta, cervical ribs and con- 
genital heart defects. 

Ulrich* studied five hundred patients who 
had had migraine and recorded the occurrence 
of a general disharmony in bodily development 
such as asymmetric distribution of the pigment 
in the iris, myelinated nerve fibers in the re- 
tina, color blindness, supernumerary nipples, 
cryptorchism, inequality of the breasts. 

As stated in an article*** on arachnodactyly, 
“The fact that migraine, epilepsy, retinitis pig- 
mentosa and arachnodactyly have a common de- 
nominator in the form of a high arched palate 
and malformations in bodily development indi- 
cates that there may be a common etiological 
factor. The embryological development of the 
hard palate, the pituitary gland, the hypothala- 
mus and the optic system, also points to a com- 
mon etiological factor in the production of these 
diseases.” 

Mortimer* in his studies of four hundred 
and ninety-four patients who had cranial dy- 
splasia concluded that sixty percent suffered 
subsequently at some time or another from a 
dyspituitarism that was recognized physiologi- 
cally. 

The more than average height in these cases 
of retinitis pigmentosa, as well as in migraine 
was taken to indicate that a pituitary factor 
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may be present. Gadbaw and I**' reported in 
some detail on the significance of the high 
arched palate. 

It is of interest in connection with the func- 
tion of the pituitary and specifically the pars 
intermedia, that when people of the Caucasian 
race develop acromegaly they assume the fea- 
tures of the Negro race.*** ** Acromegaly is 
most frequently seen in brunettes. It is a clini- 
cal observation that women with hirsutism fre- 
quently have menstrual disturbances. Cushing's 
syndrome seems more frequent in brunettes 
than in blondes. 


Metabolic Effects 


The injection of posterior lobe extract pro- 
duces a reduced tolerance for sugar, diminution 
in hepatic glycogen, hyperglycemia, glycosuria 
and a fall in the basal metabolic rate. Insulin 
and posterior lobe extract are antagonistic to 
each other in regard to carbohydrate metabol- 
ism. 

Hypoglycemic convulsions are overcome by 
the injection of 1 cc. to 2 cc. of posterior lobe 
extract. Ainslee and I**” found that 80 units 
of regular insulin would invariably produce 
fatal hypoglycemic convulsions in rabbits. They 
would be saved by 1 cc. to 2 cc. of posterior 
lobe extract. Borchardt*® found that the in- 
jection of posterior lobe extract into rabbits 
caused a glycosuria as did Achard, Ribot and 
Binet*® and Goetsch, Cushing and Jacobson.** 
The vasopressor principle seems to be more 
powerful in causing hyperglycemia and in an- 
tagonizing insulin. Houssay and Di Benedetto 
reported on the relationship between the dose 
of posterior lobe extract and the hyperglycemic 
effect. Burn** proved that the pituitary extract 
has a powerful antagonistic effect on lowering 
the blood sugar produced by insulin. His con- 
clusions were that subcutaneous injections of 
posterior lobe extract given simultaneously with 
injections of insulin, diminish or abolish the 
fall of sugar produced by the latter. The doses 
of pituitary extract used do not, when given 
alone produce a rise of blood sugar to explain 
this inhibition of the action of insulin as being 
the result of an algebraic sum. 
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As is known epinephrine also overcomes in- 
sulin hypoglycemia. Clinical use of this can be 
made if glucose is not immediately available 
and is preferable to posterior lobe extract since 
the latter causes constriction of the coronary 
vessels which are so frequently sclerosed in dia- 
betic patients. “Geiling and DeLawder found 
that after the injection of Pituitrin the muscles 
for a short time pass into a state suggesting that 
their activity was being carried on under 
anerobic conditions. The blood issuing from 
the muscles was arterial in color, it had a low 
content of CO, and a high content of O,, glu- 
cose, lactic acid and inorganic phosphorus. The 
cardiac output and the total oxygen consump- 
tion fell. This phase was followed by one in 
which the conditions were reversed, the blood 
being more venous than usual. The cardiac out- 
put and the total oxygen consumption rose. 
The mechanism whereby these effects are pro- 
duced, whether primarily metabolic or vascular 
in nature, is unknown.”*® 

Having watched the rapid recovery of rabbits 
from lethal doses of insulin by the injection of 
posterior lobe extract, it was my impression 


that the rise in blood sugar was so rapid that 
the mechanism would seem to be by way of the 
vascular system through vasoconstriction. A 
catalyst enzyme would hardly act so rapidly. 

Posterior lobe extract injections into rabbits 
and rats was followed in ten to fifteen hours by 
an increase in the concentration of fat in the 


liver.” 

Raab” has performed many investigations 
on the effects of posterior lobe extract on the 
neutral fat of the blood of the dog and man. 
He postulated a pituitary hormone, “lipotropin,” 
which has not been identified otherwise. “It is 
thought to cause a reduction in the concentra- 
tion of neutral fat of the blood by affecting a 
fat metabolism center in the tuber cinereum 
whence nervous impulses, passing to the liver 
by way of the cervical cord and sympathetic, 
cause a deposition of fat in the liver.”’** Blix 
and Ohlin,®? George*® and Long, Hill and 
Bischoff’* were of the opinion that posterior 
lobe extract has no effect on the blood fat of 
rabbits. Osius and I** also found no increase 
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in blood cholesterol of rabbits, which were given 
1 ce. posterior lobe extract daily for 100 days. 
Large doses of posterior pituitary extract cause 
ulceration of the gastric mucosa with hem- 
orrhagic necrosis.*° Bergami,”* using rats and 
rabbits, found that posterior lobe extracts or 
the vasopressor principle could cause hem- 
orrhagic lesions in both stomach and lungs. 


Diseases of the Posterior Pituitary Lobe 


The best known disease of the posterior lobe 
which is the result of hypofunction is diabetes 
insipidus. This condition is the result of a 
lesion or lesions which interrupt the nerve path- 
way of the supraoptico - hypophyseal system. 
This interruption may be caused by experi- 
mental lesions, by tumors (either primary or 
secondary, usually metastatic) compressing the 
posterior pituitary lobe, by necrosis following 
interference with the blood supply, by inflam- 
mation such as seen in encephalitis, basilar 
meningitis, syphilis, xanthomatosis, pellagra; 
by injuries to this nerve pathway such as bul- 
let wounds and skull fractures. 

It is not a disease frequently encountered in 
clinical practice. Congenital absence of the pos- 
terior lobe such as is frequently present in renal 
rickets (or renal dwarfism) produces diabetes 
insipidus. 

Persistent polyuria and polydipsia with a 
urine of low specific gravity (1.002-1.008) 
characterizes this condition. There is a failure 
to concentrate even after the ingestion of large 
amounts of sodium chloride and protein. There 
is an abnormally high urine volume due to an 
inability of the tubules to reabsorb a normal 
percentage of the glomerular filtrate. Urine 
volumes as high as twenty liters a day are not 
uncommon whereas the polydipsia is of such 
a degree in severe cases that as much as thirty 
liters of water may be consumed daily. 

Most investigators accept the hypothesis that 
true diabetes insipidus is produced when the 
neurohyphyseal mechanism is damaged but the 
anterior pituitary continues to function. As is 
known the removal of the whole pituitary re- 
sults in only a transitory diabetes insipidus and 
within a few days subsides entirely. In true 
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diabetes insipidus occurring in experimental 
animals, the onset may be gradual and reaches 
its maximum in two to three weeks, and occa- 
sionally it does so abruptly. The temperature 
in diabetes insipidus is frequently sub-normal 
due to a disturbance in the hypothalamic ther- 
moregulation. The basal metabolic rate is 
usually normal. Individuals with diabetes in- 
sipidus have a tremendous thirst and pass large 
quantities of pale, dilute urine with a fixed low 
specific gravity even when the fluid intake is 
restricted. Headache with malaise, decreased 
perspiration with a dry mouth due to a lack of 
salivation are frequent symptoms. 

As Thorn and Forsham"’ said, “Water de- 
privation to the limit of tolerance does nor pre- 
vent polyuria, nor does it lead to a significant 
increase in urinary specific gravity. Thus, in 
this disease, polydipsia is secondary to polyuria, 
in contrast to patients with psychogenic poly- 
dipsia who pass large quantities of urine as an 
aftermath of a large fluid intake.” They are 
of the opinion that some degree of polyuria is 
almost the rule following major surgery and 
has been particularly observed following intra- 
cranial surgery. They state further that when 
the full-blown syndrome develops in this situa- 
tion, it may rapidly induce serious dehydration. 
This dehydration which is due principally to 
water loss, may be accentuated by the admin- 
istration of isotonic rather than hypotonic 
saline solutions. This type of diabetes insipidus 
is usually refractory to Pitressin®* and is best 
treated say these investigators by providing an 
adequate quantity of water and glucose solution 
without added saline. 

Diabetes insipidus in the adult, particularly, 
should be studied carefully for any intracranial 
lesion that might be causing the disease. 

According to Thorn and Forsham”’ the re- 
sponse to hypertonic saline infusion by in- 
creased diuresis and chloruresis is perhaps one 
of the most conclusive in excluding psycho- 
genic polydipsia. The technic given is as fol- 
lows: After a preliminary eight-hour period 
of fluid restriction, the patient is hydrated with 
20 ml. of water per kilogram of body weight 
over a one-hour period. An infusion of 3 per- 
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cent saline (10 ml. per kg.) is given for a 
forty-five minute period. Urine is collected at 
fifteen minute intervals preferably by catheter 
during the period of hydration, the infusion, 
and the half-hour control period following the 
infusion. The urine flow rate is determined, if 
the test is to be satisfactory, this should exceed 
5 ml. per minute during the two fifteen minute 
control periods which immediately precede the 
infusion. In normal subjects there is a marked 
falling off of flow after the infusion of hyper- 
tonic saline has been started. In diabetes in- 
sipidus the urine flow does not decrease. It is 
only after the administration of 0.1 unit of 
Pitressin that an inhibition of the diuresis is 
detected. The value of the test lies in the fact 
that it differentiates psychogenic polydipsia 
from true diabetes insipidus and by the re- 
sponse to Pitressin differentiates renal disease 
from true diabetes insipidus. 

In treating diabetes insipidus posterior pitu- 
itary extract in the dosage of 5 to 10 units of 
the vasopressor principle subcutaneously is 
usually effective in controlling the polyuria and 
polydipsia for five to six hours. Unfortunately 
this treatment in order to control the disease 
must be given continuously for it is evanescent. 
An improved method of treatment is by the use 
of Pitressin Tannate in oil. This product is 
supplied in ampoules as follows: 

0.5 cc. ampoule—(10 pressor units ) 

1 cc. ampoule—(20 pressor units) 

For diabetes insipidus the 1 cc. ampoule of 
20 pressor units is preferable. Sometimes its 
effect lasts from forty-eight to seventy-two 
hours and the dosage may therefore be regu- 
lated accordingly. This delayed and prolonged 
effect is desirable for the sufferers of diabetes 
insipidus. Occasionally due to idiosyncrasy, 
urticaria and angioneuratic edema result from 
the posterior lobe extract. This applies to both 
the aqueous and the posterior lobe extract in 
oil. I have seen several such reactions, and 
tests made by the pharmaceutical house of their 
origin showed that it was not due to the oily 
menstrum. Fortunately four or five minims of 
epinephrine solution (1:1000) promptly re- 
lieved these reactions and a few doses of anti- 
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histamines were given orally. 

One other rare but unfortunate complication 
of Pitressin in oil injections is that sterile oil 
abscesses may form even to the extent of hav- 
ing an abscess develop at the site remote from 
the injected area. I have seen a breast abscess 
develop. In addition both buttocks where the 
extract had been injected had sterile abscesses. 
Repeated cultures from the abscesses were 
negative. This was in a patient who had taken 
the injections for diabetes insipidus. It may be 
possible that the prolonged vasoconstrictor ef- 
fect of the extract with resultant ischemia and 
necrosis, was responsible for the abscesses. 

The necessity for a continuous use of this 
product may lead to such rare complications 
due to vasoconstriction and possibly an Arthus- 
like phenomenon. This should not deter one 
from its use however. It is important in using 
the Pitressin Tannate in oil, to warm the am- 
poule and shake it thoroughly for the active 
substance as can be seen in the cold ampoule, 
is in the bottom. 

If some of the rare complications take place, 
there are other methods such as nasal insuffla- 
tion of posterior hypophyseal powder which 
has been used successfully in the treatment 
of diabetes insipidus. A fine spray atomizer 
or nebulizer such as used for the concentrated 
1:100 epinephrine solution may be used. 

A pinch of powder dissolved in a cubic cen- 
timeter of water may be sprayed into the nose 
every four to six hours. Another method is by 
soaking a pledget of cotton in the posterior 
pituitary solution and inserting it far up into 
the nostril. The powder comes in 5 gm. and 
30 gm. bottles. 

A practical, convenient and not expensive 
method consists of using the dry powdered ex- 
tract. Fifty to 65 mg. is placed in a piece of 
paper made into the form of a cylinder and 
placed into the nostril while the head is tilted 
back and the patient sniffs the powder. One or 
two administrations, depending upon the se- 
verity of the disease, is the usual daily dose. 

At times, the nasal method produces a 
chronic nasopharyngitis and in these cases, nat- 
urally limits its usefulness. It is known that 
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both in the experimental animal and in the hu- 
man with diabetes insipidus the disease may be 
modified by thyroidectomy and the polyuria can 
be reestablished by the oral administration of 
thyroid. It is also well to limit the salt intake 
in order to decrease the reabsorptive work of 
the kidney. 


Hyperfunction of the Posterior 
Pituitary Lobe 

So far as our present knowledge goes, one 
cannot ascribe any particular disease as being 
due to posterior lobe hyperfunction. It was 
quite natural to postulate that since posterior 
lobe secretion had a vasopressor action it might 
be involved in hypertension and diseases as- 
sociated with hypertension. This has received 
greater emphasis since the studies on adreno- 
corticotrophic hormone and cortisone have 
been discovered. 

Nervous stimuli from the cerebral cortex to 
the hypothalamus are postulated as stimulating 
the hypothalamico - hypophyseal pathway and 
releasing posterior lobe hormone which would 
account for the hypertension present during 
excitement. In addition, the sympathetic-stimu- 
lating epinephrine of the adrenal medulla and 
the nervous stimulant, the thyroid secretion are 
also possible factors in activating the posterior 
lobe to give off its secretion. 

In 1918, Hofbauer** was of the opinion that 
eclamptic convulsions were caused by arterial 
spasm due to overactivity of the hypophysis- 
adrenal system. Later in 1933, Cushing” pos- 
tulated that the posterior lobe when infiltrated 
with basophil cells from the pars intermedia, 
produced a hormone which was responsible 
for hypertension and eclampsia. 

Russell, Evans, and Crooke’’’ thought that 
basophilic adenomas produced hypertension. 
Spark'’ in 1935 examined one hundred and 
eighty-nine hypophyses and correlated their his- 
tological condition with the clinical picture and 
failed to find any correlation between the baso- 
phil infiltration and hypertension. He believed 
that appearance of the posterior lobe was mainly 
influenced by age but men in the prime of life 
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showed the changes more often than women. 

Hoffmann and Anselmino'® their 
studies believed the posterior hypophysis was 
responsible for eclampsia and the non-inflam- 
matory changes in the kidneys. These same 
authors described their experiments in which 
they found an increased amount of both anti- 
diuretic and pressor principle in the blood of 
patients with a systolic blood pressure of 
180 mm. of mercury or more. 

Stueck, Leslie and Ralli’®* reported an in- 
crease in the amount of antidiuretic substance 
present in the urine of patients with cirrhosis 
of the liver and ascites. They said, “Although 
these studies do not define the nature of the 
antidiuretic substance present in the urine, they 
do establish the fact that such a substance is 
present that its antidiuretic effect when injected 
into rats is similar to that of commercial Pitres- 
sin and that ordinary methods of dialysis may 
result in the loss of varying amounts of the 
material.” 

Drill and Frame’ also found an antidiuretic 
substance in patients with liver cirrhosis. Ralli 
and Leslie’®® reviewed the evidence for an in- 
creased amount of antidiuretic substance in the 
urine of patients with cirrhosis of the liver. 
They said, “In spite of the evidence for the 
existence of an antidiuretic substance in the 
urine, there is no direct proof that this material 
is the hormone of the posterior pituitary. Evi- 
dence for this will depend on purification of 
the urinary antidiuretic substance and its sub- 
sequent analysis.” The melanophore dispersing 
hormone has been found ‘n the urine of pa- 
tients with retinitis pigmentosa, melanotic sar- 
coma, cancer, hypophyseal tumors, hyperthy- 
roidism and in pregnant women.** 

Several years ago Dietel'’® studied a group 
of pregnant females. It was determined that the 
serum of pregnant women contained much more 
melanophore hormone than the non-pregnant 
women and those in the early stages of preg- 
nancy. He found that frequent injections of 
small doses of posterior lobe extract into ani- 
mals produced hemorrhagic or degenerative 
changes in the liver and kidneys. He believed 
that in eclampsia there is an increased amount 
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of posterior lobe hormone and this results in 
damage to the capillaries with severe changes 
in the liver and kidneys. He stated that simple 
hydrops gravidarum, hyperemesis, nephritis of 
pregnancy and eclampsia have the same 
etiology. He found that animals receiving large 
doses of posterior lobe extract in conjunction 
with water intoxication produced tonic con- 
vulsions which led to lung edema and death. 
In recent years Heinbecker'’ has advanced 
a hypothesis regarding the role of the posterior 
lobe in hypertension. He said that it is postu- 
lated from studies of Cushing’s syndrome and 
hypothalamico - hypophyseal relationships in 
the dog, that in man hypophyseal cell over- 
action with a resultant trophic stimulation of 
the adrenal cortex due to functional depression 
of the hypothalamic nuclei innervating the neu- 
ral hypophysis is the primary cause of essential 
hypertension. He said a constitutional suscep- 
tibility of the hypothalamus to depression 
and of the blood vessels to the constricting 
action of the hormone concerned in the causa- 
tion of hypertension is deemed a prerequisite. 
In discussing the pathogenesis of diastolic 
hypertension Heinbecker said that loss or de- 
pression of the secretion of the neural hypophy- 
sis results in a sensitization of the blood ves- 
sels to epinephrine, to desoxycorticosterone, 
and to renin. Under the conditions where de- 
pression of the neural hypophysis causes and 
induces increased output of the latter of these 
hormones the blood vessels are also sensitized 
to overaction and hypertension results.'’’ 
Findley'’™ supports Heinbecker’s views that 
hypofunction of the posterior lobe results in 
hypertension and that many allied disorders 
of aging are due to this. In a more recent 
article, Findley'’*” said that denervation of the 
hypophysis, produced basophilic degeneration 
and this was followed by atrophy of the semi- 
niferous tubules and ovarian follicles as well as 
the thyroid. If this is true, said he, then it is 
understandable why sexual activity is so fre- 
quently associated with Cushing’s syndrome, 
diabetes mellitus, obesity and hypertension. 
Heinbecker'’** lists four causes of Cushing's 
syndrome, and these are regarded as primary; 
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a tumor of the adrenal cortex, a tumor of the 
ovary, a tumor of the thymus or an atrophy or 
inhibition of the hypothalamic nuclei, particu- 
larly the paraventricular and the supraoptic. 
These four primary causes produce depression 
of the neural hypophysis and effect a domi- 
nance of the eosinophiladrenal cortical com- 
plex over the basophil-thyroid hormone com- 
plex. 

It is difficult to understand how depres- 
sion of a pressor hormonal secretion can pro- 
duce hypertension. Furthermore the postulated 
increased output of posterior lobe substance 
seen in mental stress and excitement does not 
fit Heinbecker’s hypothesis. 

In renal rickets the kidneys are hypoplastic 
and diabetes insipidus is present in the major- 
ity of cases, but hypertension is not present.** 
Furthermore, these individuals usually die of 
uremia at an early age and the kidneys are like 
those seen in Goldblatt’s experimental renal 
ischemic dogs. So if the socalled renin is in- 
creased why don’t these individuals have hyper- 
tension? It would seem that the reason lies in 
the fact that the posterior lobe is not func- 
tioning. 

Acromegaly is usually associated with hyper- 
tension and an enlarged adrenal cortex and 
there is no evidence that the posterior lobe is 
depressed in this condition. 

The influence of the posterior pituitary as a 
vasopressor substance would also be against 
Heinbecker’s hypothesis. Because of the close 
relationship between the pituitary gland, carbo- 
hydrate and fat metabolism and the influence 
of the posterior pituitary lobe extract on blood 
vessels, Osius and I* placed a group of rab- 
bits on a high cholesterol diet consisting of cot- 
tonseed oil and anhydrous lanolin. Another 
group was placed on a high cholestero! diet 
plus 1 cc. of obstetrical posterior lobe extract 
given daily. Still another group received | cc. 
of posterior lobe extract given daily. This was 
continued over a period of 100 days. A group 
of controls was also included. 

The influence on the adrenal weights under 
the conditions of the experiment were as fol- 


lows: 
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AVERAGE ADRENAL WEIGHTS: 


Control Group (Normal Diet) 278 mg. 
Normal Diet Plus 

Posterior Lobe Extract 415 mg. 
High Fat Diet Only 435 mg. 
High Fat Diet Plus 

Posterior Lobe Extract 639 mg. 


ADRENAL WEIGHT—BODY WEIGHT: 


THE INDICES 


Control Group Average index 22.948 
Normal Diet 

Plus Injections 37.52 
High Fat 

Diet Only 38.52 
High Fat Diet 

Plus Injections ~ rn 54.845 


It was thus evident that when the adrenal 
weights were studied that those rabbits in the 
two groups receiving the posterior lobe injec- 
tions had a much higher average adrenal weight 
than those of the non-injected group. This is 
also apparent in the adrenal-body weight in- 
dices. The animals receiving the high fat diet 
plus posterior pituitary extract showed marked 
and extensive atheromatous changes in the 
blood vessels. This was true of the whole aorta 
including the arch and abdominal portions. 
The coronary arteries also showed intense 
atheromatous changes. 

The conclusions which we made at that time 
were that “the importance of the suprarenal 
cortex hypertrophy in arteriosclerosis, hyper- 
tension and nephritis makes the suprarenal cor- 
tex hypertrophy found in our injected animals 
of great significance. By the injections of pos- 
terior lobe extract alone, without the influence 
of diet, we are able to produce a suprarenal 
cortex hypertrophy, an important link in the 
chain of arteriosclerosis. Marked production 
of atheromatous plaques in the rabbit's aorta 
may be produced within one hundred days by 
feeding a diet high in cholesterol and the 
daily injection of posterior lobe extract.” 
There was no question that under the condi- 
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tions of the experiment that this combination 
of a high fat diet plus the injections of posterior 
pituitary extract produced the most intense 
atheromatosis. So one may infer that the pos- 
terior lobe extract was the deciding additional 
factor which produced the greatest vascular 
changes. 

In view of the fact that posterior lobe extract 
has a vasopressor effect and also an effect on 
carbohydrate metabolism as well as on the 
adrenal cortex, these vascular changes may be 
expected. These are particularly the changes 
noted in the vascular system of the diabetic with 
increased serum cholesterol. 

There is the interesting fact that the posterior 
lobe injections produce adrenal cortex hyper- 
plasia. This is probably due to this extract’s 
stimulation of the anterior lobe with conse- 
quent adrenal cortex stimulation. It is of course 
known that A.C.T.H. produces adrenal cortex 
hyperplasia. Furthermore the posterior lobe is 
a neuroectodermal structure, therefore a part 
of the nervous system, and connected embryo- 
logically, anatomically and physiologically to 
the hypothalamus. The latter is influenced by 
stress, shock, infections, severe trauma, fever, 
toxemia, hyperthyroidism and other conditions. 
These conditions would activate the hypothala- 
mus, posterior and anterior pituitary. The 
whole mesodermal defense mechanism is set in 
motion, not the least of which is the reticulo- 
endothelial system. It is, of course, known that 
the adrenal medulla secretion, epinephrine, ac- 
tivates the sympathetic nervous system which 
stimulates the hypothalamus. 

There has been much speculation concerning 
the role of the posterior pituitary in the pro- 
duction of nephritis, since the pressor sub- 
stance affects the renal cells and hypertension 
is so frequently present in nephritis. Likewise 
speculation concerning this portion of the gland 
in a compensatory role following injury to the 
kidney has been advanced. Injury to the kid- 
ney produces a substance which activates the 
sympathetic nervous system, hypothalamus and 
pituitary gland with resultant hypertension to 
force the injured kidney to function. 

At the present time speculation continues 
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way to experimental and clinical facts and thus 
these effects will be translated into useful clini- 
cal diagnosis and treatment. 


concerning the role of the pituitary in epilepsy, 
migraine, hypertension, shock, menstruation 
Speculation will give 


and other conditions. 
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ONE OF A SERIES FROM LEADING MEDICAL CENTERS 


Conference 


G. R. was a sixteen-month-old 
white female child who was referred to Gei- 
singer Memorial Hospital and Foss Clinic with 
the chief complaint of fever. The family his- 
tory was not contributory. The past history 
revealed an upper respiratory infection with 
associated otitis media and swollen glands 
approximately one year ago but no other sig- 
nificant illnesses. 


Present Illness 


The child was apparently well until two 
weeks prior to admission when she developed 
coryza, fever, cough, and vomiting. The vom- 
iting lasted for one day. The child was placed 
on an unknown type of antibiotic for a five- 
day period by her local physician. Approxi- 
mately ten days prior to admission the child 
broke out in a typical rubeola rash. Six days 
prior to admission the temperature had returned 
to normal. Three days prior to admission the 
rash cleared, but the cough continued and be- 
came worse. Thirty-six hours prior to admis- 
sion fever was noted, vomiting again occurred, 
and the mother noted that the child had 
“coarse” breathing. Twelve hours prior to ad- 
mission with fever continuing, the child was 
noted to be breathing quite rapidly and was 
taken to the family physician who referred her 
to the hospital. A review of systems was nega- 
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Clinico-Pathological 


GEISINGER MEMORIAL HOSPITAL AND FOSS CLINIC 


tive except for a history of an abscess of the 
buttock approximately one month prior to 
admission. 


Physical Examination 

At the time of admission the child was 
acutely and severely ill, but not cyanotic. The 
temperature was 105.4° F. rectally; the pulse 
rate was 150 per minute. Respirations were 
grunting in character and the respiratory rate 
was 60 per minute. The breath sounds were 
coarse and rales were heard in mid-inspiration 
diffusely in both lung fields. There was injec- 
tion and edema of the nasal and pharyngeal 
mucous membranes and 2+ cervical lympha- 
denopathy was present. 


Laboratory Data 


The red blood cell count was 3,430,000 per 
mm* with 9.3 grams of hemoglobin. The white 
blood count was 16,650 with 55% neutrophils 
and 45% lymphocytes. Urinalysis showed al- 
buminuria but was otherwise normal. The 
spinal fluid was clear and contained 28 milli- 
grams of glucose per 100 ml., 14.5 milligrams 
of protein per 100 ml., and 4 lymphocytes per 
mm*. Twenty-four hours after admission to 
the hospital the blood culture and the cerebro- 
spinal fluid culture which had been taken at 
the time of admission were reported as sterile. 
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The nose and throat culture showed hemolytic 
and non-hemolytic staphylococci. Another 
spinal fluid culture done about six hours prior 
to death was reported as sterile. 


X-Ray Report 

Posterior-anterior and lateral chest films 
taken at the time of admission showed a homog- 
enous density in the anterior segment of the 
left upper lobe. There was also a dense 
shadow in the medial basal portion of the right 
lower lobe. There was no evidence of loculated 
emphysema and no pleural reaction. 

Erect posterior-anterior and lateral chest 
films taken 24 hours later showed some in- 
crease in the size of the densities in the left 
upper lobe and the right lower lobe and there 
was now bilateral pleural thickening. 


Impression 

Bilateral pneumonia. The bilateral pleural 
reaction might favor a staphylococcic infec- 
tion, but there are no areas of loculated em- 
physema of the type often associated with a 
staphylococcic infection. 


Course of Iliness 


The child was given intramuscular penicillin 
and streptomycin as well as intravenous Aureo- 
mycin. Intravenous fluids and electrolytes, in- 
cluding a whole-blood transfusion, were given 
and the child was placed in an oxygen tent. 
Sodium phenobarbital was given intramuscu- 
larly. No improvement was noted after 24 
hours and at that time the child was pale, the 
skin had become mottled, and the heart rate 
had increased to 200 per minute. The liver was 
easily palpable two finger breadths below the 
right costal margin. The child was digitalized 
(Digitoxin, 20 micrograms per kilogram in 
twenty-four hours) and was given intravenous 
hydrocortisone (4 milligrams per kilogram, 10 
milligrams per hour) and intravenous erythro- 
mycin (25 milligrams per kilogram per twenty- 
four hours in six divided doses). Twenty-six 
hours after admission the child had a tonic 
clonic convulsion which did not respond well 
to intravenous administration of calcium glu- 
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conate, but was controlled by the addition of 
intravenous amytal. Thirty hours after admis- 
sion to the hospital a repeat lumbar puncture 
was done at which time the cerebrospinal fluid 
pressure was 330 mm. of water. Slow removal 
of cerebrospinal fluid with reduction of pres- 
sure to 200 mm. of HoH did not result in 
clinical improvement. The child continued to 
have increasing respiratory distress, became 
comatose and ashen, and died thirty-six hours 
after admission. 

The final clinical diagnosis was pneumonia 
and septicemia probably due to staphylococci 
and probable post-measles encephalitis. 


Discussion 


Dr. THOMAS F. FLETCHER (pediatrican): 
The case presented is one of an infant with 
pneumonia who did not respond to intensive 
chemotherapy. The fact that the child was 
sixteen months of age and that pneumonia fol- 
lowed measles would increase the likelihood 
that the infection was due either to beta hemo- 
lytic streptococci or to staphylococci. The x- 
rays taken at the time of admission confirmed 
the presence of the pneumonia, but there was 
no pathognomonic distribution of consolida- 
tion, a state of affairs sometimes seen with 
staphylococcal pneumonia. 

The onset of the pneumonia was insidious 
for it seemed to develop over a period of 
several days. This type of onset plus the lack 
of response to streptomycin suggests that the 
pneumonia was not due to hemophilus influ- 
enzae. The fact that the nose and throat cul- 
tures showed only hemolytic and nonhemolytic 
staphylococci strongly suggested that the stap- 
hylococcus was the cause of the pneumonia. 
The lack of response to intensive chemotherapy 
would suggest also that staphylococci were the 
etiological agent rather than pneumococci or 
streptococci. 

Twenty-four hours after admission to the 
hospital the child presented the clinical picture 
of shock. This was probably due to massive 
sepsis or bacteremic shock. Since this occurred 
twenty-four hours after the initiation of anti- 
biotics, it would indicate the presence of an 
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FIGURE | The pleural surface of the left upper 
lobe is studded with abscesses surrounded by 
areas of hemorrhage and exuding pus. 


organism which was resistant to the medica- 
tions being used, and again staphylococci 
would have to be the bacteria under consider- 
ation. The evidence of bacteremic shock sug- 
gested to us the use of intravenous hydrocorti- 
sone in order to gain the benefits of its anti- 
inflammatory action, to assist in reducing the 
capillary permeability, to assist in maintaining 
vascular tone, and to reduce the general tox- 
icity, functions attributed to intravenous hydro- 
cortisone by Spink. Erythromycin was chosen 
as the drug to counteract the suspected staphy- 
lococcal infection. Chloramphenicol, novobio- 
cin, or Spontin, and possibly Furadantin would 
have been other drugs which could have been 
used while staphylococcal infection was sus- 
pected. In hindsight, the lack of response of 
this patient to erythromycin would cause one 
to suspect that the organism was resistant to 
this antibiotic. 

The child was digitalized because of the 
possibility that in the presence of severe diffuse 
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pneumonia acute right-sided heart failure 
might be produced. It is on this basis that we 
use digitalis frequently as a prophylactic agent 
in small infants with severe respiratory infec- 
tions. The convulsions that this patient had 
were thought to be secondary either to a 
respiratory alkalosis with tetany or to an en- 
cephalitis. Blood combining power tests were 
not made. 

In summary, I feel that this child ran a 
course highly suggestive of staphylococcal pneu- 
monia and septicemia. The child was less than 
eighteen months of age and the infection itself 
complicated a viral infection, rubeola. The 
lack of response to the antibiotics would sug- 
gest that the synergistic action sometimes noted 
with penicillin and streptomycin vs. staphy- 
lococci in vitro was not present here and that 
the organism was resistant to erythromycin as 
well. The child developed bacteremic shock 
and died. It is possible that she had post- 
measles encephalitis. 


Autopsy 


The cause of death was confluent bilateral 
staphylococcal pneumonia with multiple pul- 
monary abscesses, staphylococcal bacteremia, 
and suggestive cor pulmonale. 

External examination revealed a well-nour- 
ished, well-developed female child with firm 
anterior and posterior cervical lymph nodes 
about 1.5 cm in diameter. 

The pleural cavities were partially obliter- 
ated by thin, reddish-yellow, fibrino-purulent 
adhesions and exudate between the visceral and 
parietal pleura. About 20 ml of cloudy, yellow 
fluid was present in the right pleural cavity. 

Both lungs were greyish-purple and _ their 
visceral pleura irregularly coated with shaggy, 
reddish-yellow pus. They felt irregularly nodu- 
lar and solid without crepitation. The anterior 
surface of the left upper lobe was studded 
with numerous pale yellow nodules, 0.5 to 1.0 
cm in diameter, surrounded by bright red zones 
of hemorrhage and exuding pus (Figure 1). 
The mucosal surfaces of the bronchi were in- 
jected. On cut section the parenchyma was 
wet and deep purplish-red and was studded 


MEDICAL TIMES 


¥ 
Ls 
> 
€ 
‘ 


with numerous, soft, pale, bulging abscesses, 
0.3 to 0.5 cm in diameter, which exuded pus 
on slight pressure. These were both peri-bron- 
chial and lobular in distribution and some ex- 
tended to the periphery, draining pus onto the 
pleural surface (Figure 2). 

The microscopic findings in the lungs were 
those of severe tissue destruction and abscess 
formation. There were numerous well-circum- 
scribed areas with complete loss of lung archi- 
tecture. These areas were filled with poly- 
morphonuclear cells and were surrounded by a 
fibrinous, necrotic zone. Some of these areas 
extended to the periphery to form fistulous 
tracts. Most of the alveolar spaces were filled 
with edema fluid and an exudate of inflamma- 
tory cells and red blood cells. There were 
scattered focal hemorrhages in which some of 
the red cells were hemolyzed. Most striking 
were numerous colonies of cocci in the necrotic 
areas and in the abscesses. The bronchial 
mucosa was intact, but the broncial walls were 
infiltrated with the inflammatory exudate. 

The heart was about 1% times the normal 
size. The right atrium was dilated and there 
was a mild dilatation of the pulmonary valve. 
There was purulent exudate on the pericar- 
dium adjacent to the left lung. The spleen and 
the liver were almost twice normal size and 
were congested. 

The mesenteric lymph nodes were moderate- 
ly enlarged. On microscopic examination there 
was a sparsity of lymphocytes and of germinal 
centers in these nodes. 

None of the organs other than the lungs 
showed evidence of pyogenic infection. The 
brain was of normal weight and it was not 
remarkable in any other manner. 

Postmortem nose and throat cultures, pleural 
cultures, and blood cultures all revealed hem- 
olytic staphylococcus which was coagulase pos- 
itive, mannitol positive, and produced golden 
pigment. Three antimortem blood cultures were 
sterile. The recovered staphylococcus was 
phage type 52/42B/81. The same type was 
recovered in each of the four sites cultured. 
In-vitro antibiotic sensitivity studies showed the 
staphylococci to be resistant to ordinary dilu- 
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FIGURE 2 The cut surface of the right lower lobe 
is wet. It is studded with soft, pale, bulging ab 
scesses which have peribronchial and lobular dis 
tribution. Some of these extend to the pleural 
surface. 


tions of penicillin, Aureomycin, and erythro- 
mycin, while it was sensitive to chlorampheni- 
col and novobiocin. Tube-dilution sensitivities 
showed no definite synergism between peni- 
cillin and streptomycin as regards sensitivity of 
the staphylococci recovered. However, the 
levels at which the organism was sensitive could 
have been attained with higher doses of peni- 
cillin than were given the patient plus the con- 
comitant administration of probenecid. 


Pneumonia 

Dr. THOMAS K. HEPLER (pathologist): This 
patient represents a case of primary staphylo- 
coccal pneumonia complicating a measles in- 
fection. I mean primary pneumonia in the 
sense that pneumonia was the outstanding clin- 
ical and autopsy finding and no other focus of 
pyogenic infection was present at the time she 
was seen here. The empyema, the abscesses, 
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STAPHYLOCOCCAL PHAGE TYPES 


Isolated from Various Members of Family Snyder 


During the Course of Treated and Recurrent Symptoms 
SOURCE OF DATE OF 


AGE PHAGE TYPE 


CULTURE 


CULTURE 


a6. 15 months 52/52B/81 Empyema fluid 11/23/57 
Nose, skin culture 
18 months 52/42B/81 Skin 2/20/58 
G. S. 4 months 52/42B/81 Throat (hospitalized 11/15/58 
with pneumonia, 
mild pleuritis) 
Cc 2. 2% years 52/42B/81 Nose 1/21/58 
52/42B/81 Furunculosis skin 2/20/58 


the marked tissue destruction and the forma- 
tion of fistulas from the bronchi and paren- 
chyma to the pleural surface are characteristic 
of staphylococcal pneumonia in children in 
contrast to pneumococcic pneumonia, which 
is mainly exudative in character and undergoes 
resolution without destruction of lung tissue. 

This primary type of staphylococcal pneu- 
monia is probably bronchogenic in origin, and 
there is often a history of an acute upper res- 
piratory tract infection preceding the fulminat- 
ing disease. Blood cultures are less likely to 
be positive than in staphylococcal pneumonia 
secondary to hematogenous spread of bacteria 
from other foci of infection. In staphylococcal 
pneumonia secondary to osteomyelitis, or pyo- 
genic staphylococcal disease elsewhere in the 
body, the blood cultures are usually positive 
and the pulmonary vessels may contain septic 
emboli. 

The depletion of lymphocytes in the lymph 
nodes may be a reflection of the steroid therapy 
or of an increase in the steroid output of the 
patient’s adrenal cortex in response to stress. 
We know that the 11 oxycorticoids cause 
destruction of eosinophils and of fixed and 
circulating lymphocytes. 

Dr. Epwarp F. RaBe (pediatrician): This 
case discussion presents an ideal opportunity 
for us to review some of the general aspects 
of the problem of staphylococcal infection. 
First, what are the implications of phage 


typing of staphylococcal bacteria? Phage typ- 
ing is an epidemiological tool. It enables one 
to identify the relatedness of bacteria from two 
patients or from different sources in one patient, 
and to make inferences from these observa- 
tions. 

This patient yielded staphylococci, type 52/ 
42B/81, from material cultured from the nose, 
throat, pleura and blood. This circumstance is 
not unusual and it accounts for the epidemicity 
of such an affected individual when he or she 
survives. Although the clinical manifestations 
of the staphylococcal infection can be eradi- 
cated, often the patient either remains a nose 
or throat carrier of staphylococci or he may 
become reinfected from an asymptomatic car- 
rier when he returns to the home. 

The train of events so engendered is clearly 
evident from the Table above, which describes 
the unhappy family whose members have been 
affected in succession for the past three months. 
This represents five of sixty strains of staphy- 
lococci which we have studied during the past 
ten months. 

The correlation between phage type and 
antibiotic sensitivity is no better than between 
the bacterial species and antibiotic sensitivity. 
Thus, one knows the available antibiotic spec- 
trum which can be used in treating a case as 
surely from the information that the infection 
is due to staphylococcus as if one knew it 
was staphylococcus 52/42B/81. In a similar 
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vein phage typing will not de facto indicate 
the predictable severity of infections due to 
staphylococci. For example, among twenty- 
one cases of staphylococcal infection seen in 
this hospital in the past eleven months due to 
type 52/42B/81, the present patient repre- 
sents the only fatality. The clinical spectrum 
in the remaining cases ranged from mild con- 
junctivitis and bacteremia in a six-week-old 
infant to severe sepsis in a fifty-year-old adult. 
Conversely, a non-typable staphylococcus 
which was coagulase negative caused the death 
of an eighty-seven-year-old female. 

Finally, the presence in our hospital of a 
case of infection in the nose, throat and blood 
due to staphylococcus 52/42B/81 should alert 
us to question whether or not the patient can 
be handled in a manner which will preclude 
spread of infection to staff members as well 
as to other patients. Staphylococcus, phage 


type 52/42B/81, is one of the most frequently 
occurring types in patients involved in hospital 
epidemics of impetigo in newborn nurseries, 
in breast abscesses in newly lactating mothers, 
and in postoperative wound infections. There- 


fore, this patient had what is commonly re- 
ferred to as the epidemic strain of staphylo- 
coccus, and so the patient should be handled 
with as much attention to isolation procedure 
as any case of scarlet fever or typhoid fever. 
With this concept in mind, the patient who was 
febrile and who had bronchitis and broncho- 
pneumonia on admission was admitted to the 
pediatric isolation area, and during hospitali- 
zation was treated constantly in strict isolation. 
The same isolation precautions, moreover, 
should surround a patient admitted with a 
stubborn furunculosis due to the same phage 
type of staphylococcus which is resistant to 
outpatient therapy and is brought in for more 
closely supervised therapy in the hospital. If 
such precautions are not taken, the hospital 
staff and the patients will eventually become 
either carriers of epidemic staphylococcal 
strains or secondary cases of staphylococcus. 

In view of this new and difficult threat to 
persons working in and housed in hospitals, 
it has become imperative that we review the 
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quality of our hospital isolation technique. 

Dr. Ropert F. Dickey (dermatologist): We 
all recall the Biblical story of Job being plagued 
and tormented with recurrent boils. Many of 
us present this evening clearly remember the 
varying severity of staphylococci infections 
prior to the advent of antibiotic therapy. Prior 
to antibiotics, one frequently encountered 
staphylodermas including sties, boils, carbun- 
cles, and abscesses and even the fatal staphy- 
lococci septicemias. Staphylodermas of infants 
in hospital nurseries were quite common. 

The problem today is probably not due to 
new strains of staphylococci but rather due to 
decreased resistance on the part of the host 
and increased virulence and resistance of the 
bacteria resulting from widespread antibiotic 
therapy. Antibiotics have weeded out the sen- 
sitive bacteria and have left to run rampant 
the more virulent antibiotic-resistant staphylo- 
cocci. Furthermore, one must consider the fact 
that a new generation has developed during 
the antibiotic era and many of these individuals 
have not had an opportunity of developing 
natural resistance against staphylococci infec- 
tions. Widespread corticosteroid therapy ap- 
parently has further reduced individual resis- 
tance to staphylococcic infections. We must 
carefully evaluate the multiple factors contrib- 
uting to the present staphylococcic problem. 

Dr. Isaac L. MESSMORE (obstetrician-gyne- 
cologist): The staphylococcus today is a great 
and real menace. Many of our patients in the 
prenatal department are now questioning us 
concerning the presence of staphylococcus 
since reading in newspapers and magazines of 
the closing of hospitals and nurseries in other 
parts of the country. I feel that the time to 
attack this problem is now rather than waiting 
for a series of cases of epidemic proportion. 

Dr. LEONARD F. BusH (orthopedic surgeon): 
This is a real problem. The organism may be 
no different from that which caused trouble in 
the pre-antibiotic era, but it is becoming epi- 
demic because we have gotten away from our 
careful aseptic techniques and think that our 
new scrub soaps and detergents are fool-proof. 
Since we have no way of knowing just what is 


going to happen, we must clean up our operat- 
ing rooms and take every precaution to avoid 


wound infections. 


two or three good antibiotics which are effec- 
tive against this organism. On the orthopedic 


service we have gotten the best results with 


As Dr. Fletcher mentioned, there are only Spontin and novobiocin. 


GASTRIC ULCER: AN ANALYSIS 
OF ONE HUNDRED SIXTY-ONE CASES 

“One hundred sixty-one cases of benign-appearing 
gastric ulcer are reviewed. Of these, 88 were treated 
surgically and 73 were given a medical trial. In the 
surgically treated group the mortality rate was 1.2%. 
The postoperative incidence of dumping syndrome, 
diarrhea, weight loss, and recurrence rate was low. Car- 
cinoma was founded in eight of the surgically treated 
group, a 9% incidence. Of the 73 patients given a 
medical trial, at most 3 (4.1% ) were subsequently found 
to have carcinoma. Forty patients, or 55%, followed 
one and one-half to six years did not develop carcinoma. 

In conclusion, although the surgical treatment of 
benign-appearing gastric ulcer is good, it seems feasible 
to treat some cases medically, providing these cases are 
carefully selected. If such a plan is followed, few car- 
cinomas masquerading as gastric ulcers will be missed. 
The patient with gastric ulcer which heals medically 
and does not recur will thereby avoid the risk of gastric 
resection. If this responsibility is assumed, the patient 
should be acquainted with the risk of such treatment 
and the necessity of a rigid follow-up, which utilizes 
serial x-rays along with other appropriate procedures.” 


RICHARD F. JONES, RANDOLPH CLEMENTS 
and CLARENCE C. PEARSON 
Archives of Int. Med., May, 1958 
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First Case: 


Primary Hyperparathyroidism 


Second Case: 


MEDICAL CONFERENCE 


Schistosomiasis 


D. PERRIN H. LONG (CHAIR- 


MAN): We'll start off the Conference this 
morning with a discussion of J. G., a 25-year- 
old Puerto Rican male who has primary hyper- 
parathyroidism. The case record will be pre- 
sented by Dr. Hecht. 


CASE ONE: Mr. J. G. 
Primary Hyperparathyroidism 
Presentation: Dr. Hecht 
Roentgen: Dr. J. Derow 
Discussion: Dr. Carter 


Dr. HecuT: This is the first Kings County 
Hospital admission of a 25-year-old Puerto 
Rican male, who was admitted to the Surgical 
Service because of intractable mid-epigastric 
pain of eight months duration. The pain was 
both diurnal and nocturnal, worse at night, not 
relieved by a bland diet which the patient tried 
for a short while and then stopped taking. It 
was constant in nature, and not referred to any 
areas. It remained mid-epigastric. During this 
eight months’ period the patient has also been 
markedly constipated, having had one bowel 
movement per week, and has had a ten pounds 
weight loss. The patient had not had any nau- 
sea, vomiting, diarrhea, flushes, backache, bone 
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fractures, arthralgias, headaches, or mental 
changes. 

On physical examination, the patient was 
found to be a normotensive, well developed, 
well nourished, young Puerto Rican male, who 
had several carious teeth, and whose main 
physical finding on admission was epigastric 
tenderness. 

Laboratory work showed a white blood count 
12,000 which was remarkable for twelve per- 
cent eosinophilia. This twelve percent ecosin- 
ophilia was checked and a stool examination 
showed a trichiuria; a rectal biopsy was re- 
ported pathologically as showing normal rectal 
mucosa and a repeat white blood count and 
differential showed only a three percent eosin- 
ophilia and this was not further investigated. 
His urinalysis had a specific gravity of 1.025 
and on microscopic examination urates and cal- 
cium oxylate crystals were noted. He had a 
blood urea nitrogen of 13 percent and amylase 
of 94. Eventually, after urological 
manipulation, the patient developed a bactiuria 
which was treated with Gantrisin.® 

After that the patient was investigated radio- 
logically, his gastrointestinal series showed a 
chronic duodenal ulcer and an area of calcifi- 
cation in the right upper quadrant which on 
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intravenous and retrograde pyelography was 
shown to be renal calculus. The patient was 
then transferred to the Urological Service and 
after further blood and urine studies were done, 
he was found to have a hypercalcemia, a hypo- 
phosphotemia, a normal alkaline phosphatase 
and his urinary calcium excretion was within 
normal limits (See Table I). In spite of this 
and on the basis of high blood calcium and 
low blood phosphorus, a diagnosis of primary 
hyperparathyroidism as a result of a parathy- 
roid adenoma was made and the patient was 
transferred back to the Surgical Service where 
a neck exploration revealed a parathyroid 
adenoma on the right side. 

It is interesting to note that on the day im- 
mediately following operation, his blood cal- 
cium dropped to normal but his blood phos- 
phorus did not return to normal until two days 
postoperatively. The one high blood phos- 
phorus preoperatively followed a transfusion. 

After the surgery the ulcer symptoms re- 
mitted almost completely and the patient was 
retransferred to the Urological Service where 
it was decided to defer operation on a kidney 
for removal of the urinary calculus. The pa- 
tient was sent back to the Surgical Service and 
then discharged to be followed by the metab- 
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TABLE! Case One: J. G. 

BUN 13 mg./100 ml. TOTAL PROTEIN 6.1 gm./100 ml. 

A/G = 3.5/2.6 SERUM AMYLASE 96U/100 ml. 

DATE SERUM URINE 

Calcium Phosphorus Alk. P’tase Calcium Creatinine 
mg./100 ml. B. U./100 ml. gm./24 hours 

12-10-57 12.2 3.17 4.16 

12-15-16-57 0.113 0.726 

12-16-57 12.45 2.56 

12-16-17-57 0.143 0.828 

12-17-18-57 0.106 0.680 
. 12-22-57 12.2 3.83 

12-22-57 Parathyroidectomy 

12-23-57 10.2 2.70 

12-24-57 10.4 4.69 

12-25-57 9.62 4.06 

12-27-57 9.78 4.02 

12-29-57 9.87 4.04 


olic, urological, and surgical services. 

Before presentation of the x-rays, I would 
like to mention that I checked through the Rec- 
ord Room and we have files for the last ten 
years and this is the first instance of primary 
hyperparathyroidism due to parathyroid aden- 
oma so diagnosed and proved pathologically 
in this hospital during the last ten years. 

Dr. Lonc: Thank you, very much, Dr. 
Hecht. I suspect there have been a lot of hyper- 
parathyroid adenomas missed in the last ten 
years and this was the only one that was rec- 
ognized. Let us have the x-rays. 

Dr. DERow: The plain film of the abdomen 
shows evidence of the calculi in the right renal 
area. Intravenous pyelogram demonstrated a 
good concentration of the contrast material in 
both kidneys and evidence of a calculus in the 
upper pole of the right kidney. Another posi- 
tive finding was in the gastrointestinal tract. 
The x-rays showed a marked deformity of the 
duodenal bulb. It can be seen here, and on 


‘this view there is what appears to be a double 


density of the barium presumed to be an ulcer 
crater. On the spot film of the dome, you see 
the marked deformity of the duodenal bulb. 
There are no abnormalities within the visual- 
ized bony system. Usually in instances of 
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hyperparathyroidism there is a marked sub- 
periosteal absorption of the bone particularly 
in the middle phalanx of the hands. There is 
no evidence of any bony abnormalities in this 
patient. 

Dr. Lonc: Thank you, Dr. Derow. Dr. 
Carter, will you continue with the discussion 
of this patient. 

Dr. CARTER: There are several other points 
in the patient’s history which should be empha- 
sized: namely, this man was not an excessive 
milk drinker nor did he ingest large amounts 
of alkali and he had never taken Vitamin D. 

The patient’s history is of considerable inter- 
est in that his chief complaint was abdominal 
pain. Acute pancreatitis is common in patients 
with hyperparathyroidism. This diagnosis was 
excluded by the normal serum amylase. Ap- 
proximately 20 percent of patients with hyper- 
parathyroidism have duodenal ulcers which was 
demonstrated in this patient. The majority of 
patients seen today with hyperparathyroidism 
have renal calculi. The patient had no evidence 
of bone disease and the lamina dura were pres- 
ent. It is not unusual to see no evidence of 
bone disease in patients with hyperparathyroid- 
ism today. 

Table I is of interest in that the patient had 
consistently elevated serum calciums and in 
only one of three occasions was the serum 
phosphorus depressed. This emphasized the 
necessity of performing repeated serum cal- 
ciums and phosphoruses in order to make the 
diagnosis of hyperparathyroidism. 

We were concerned that this patient had 
normal urinary calciums. We have no satis- 
factory explanation for this finding as his BUN 
was normal and no urea clearance test was 
performed. It is generally said that such a low 
urinary calcium in a patient with hyperparathy- 
roidism indicates renal insufficiency. At pres- 
ent we have no explanation for this patient's 
normal urinary calcium excretion. 

On the basis of the elevated serum calcium 
and the low serum phosphorus, and in the ab- 
sence of a history of alkali or Vitamin D in- 
gestion and no evidence of metastatic carcin- 
oma, multiple myeloma or sarcoidosis, we 
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made a diagnosis of hyperparathyroidism. A 
parathyroidectomy was performed by Dr. En- 
quist who has had past experience in parathy- 
roid surgery. I would like to emphasize the 
importance of having a surgeon experienced in 
parathyroid surgery explore the necks and me- 
diastinums of patients with hyperparathyroid- 
ism. 

As for the future management of this pa- 
tient, he still has a renal calculus. The chances 
are remote that this will be reduced in size 
sufficiently to pass. I suspect that he will 
eventually have a nephrolithotomy performed. 

I think it is worthwhile mentioning some of 
the other diagnostic tests which are available 
for the diagnosis of hyperparathyroidism. One 
is the calcium tolerance test as described by 
Dr. Howard at Johns Hopkins and Dr. Laszlo 
at Montefiore Hospital. Another is the tubular 
reabsorption of phosphate as described by Kyle 
and others. A third is studying the urinary 
calcium excretion on low and high calcium 
diets. 

Dr. Hecht’s finding that no other cases of 
hyperparathyroidism have been diagnosed in 
this hospital in the last ten years is rather as- 
tounding. I would estimate that we should see 
ten to twenty patients with this disease a year 
in this hospital. Perhaps we can discover more 
cases of hyperparathyroidism if all patients with 
renal calculi are considered to be hyperparathy- 
roid suspects. All of these patients should have 
studies of their serum calcium and phosphorus 
performed. Patients complaining of vague arth- 
ralgias or skeletal symptoms should also be in- 
vestigated for hyperparathyroidism. Perhaps 
we should study the serum calcium and phos- 
phorus in all our patients with peptic ulcers. 
It is important to remember that hyperparathy- 
roidism is frequently associated with pancre- 
atitis, psychoses, neurasthenia, gastrointestinal 
complaints, particularly nausea, vomiting and 
constipation. Very rarely marked anemia due 
to myelofibrosis may be associated with long 
standing hyperparathyroidism. 

Dr. Lonc: Are there any questions or com- 
ments? 

Dr. HecuT: I might say other patients were 
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diagnosed as hyperparathyroidism but they 
never came to surgery in the last ten years. 
One expired before diagnosis could be made. 

Dr. LonG: Do you think, Dr. Hecht, that 
the diagnosis was correctly made? 

Dr. HecutT: I believe they both had hyper- 
calcemia and hypophosphotemia. One patient 
had ulcers and renal stones. The other patient 
had x-ray findings compatible with hyperpara- 
thyroidism. 

Dr. LonG: Dr. Kydd was just mentioning 
to me that with the number of patients that 
we have in this hospital we ought to have be- 
tween two and three a year which amounts be- 
tween 20 and 30 in the last ten years with the 
number of admissions we have here. 

We will proceed to the next patient who is 
Mrs. P. D., 33-year-old Puerto Rican female, 
who has schistosomiasis. Dr. Clarkson will pre- 
sent her case record. 


CASE TWO: Mrs. P. D. 
Schistosomiasis 
Presentation: Dr. Clarkson 
Roentgen: Dr. J. Derow 
Discussion: Dr. Stark 


Dr. CLARKSON: This is the second Kings 
County Hospital admission of a 33-year-old 
Puerto Rican female, who came in originally 
complaining of abdominal pain. The patient's 
present illness starts about twelve years prior 
to her admission. At that time she had an acute 
abdominal episode in Puerto Rico and was 
taken to a hospital there where a laparotomy 
was performed. At that time she was told the 
findings at laparotomy were completely nega- 
tive, that they had taken her appendix out be- 
cause the surgeons were in her abdomen. Since 
that time the patient has had recurrent episodes 
of epigastric pain, frequently occurring post- 
prandially, occasionally before meals, often 
awakening her at night. Sometimes these epi- 
sodes are associated with vomiting. They may 
last a few minutes or they may go on for hours. 
The patient does not associate the pain with 
any changes in her bowel movement, any 
changes in position nor any specific relationship 
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to a particular type of food. The patient does 
state that she does not care for fatty foods, but 
this seems to mean that she does not care for 
an American type of diet, but prefers Spanish 
food, particularly beans. Over this twelve year 
period, the patient has lost approximately 
twenty pounds in weight. She denies any 
melena. On her first admission here, in one 
specimen of vomitus, there was a streak of red 
blood. There is no other history of hemateme- 
sis. The patient was discharged from the hospi- 
tal on her first admission because of personal 
reasons, and readmitted about a week later for 
continued study. We will consider the two ad- 
missions together 

Past History—The patient was born in Puerto 
Rico some distance from San Juan. She re- 
members no unusual diseases or illnesses dur- 
ing her childhood. Her father died from an 
unknown cause; her mother died suddenly pre- 
sumably of heart trouble. She has eleven sib- 
lings, all of whom are living and all probably 
well, some still in Puerto Rico. One of her 
siblings had parasites, “little things.” The exact 
type could not be determined by questioning 
the patient. 

On physical examination it was found that 
the patient’s blood pressure was 135/90, her 
pulse 88, and her temperature 99°. She ap- 
peared to be well developed, thin, white female 
having no acute distress. On her first admission 
she was suffering from abdominal pain. The 
positive physical findings were her thinness, pal- 
lor, and epigastric tenderness. The spleen was 
palpated approximately 2 or 3 cm. below the 
left costal margin. On deep inspiration it was 
smooth, firm and non-tender. There was a 
right rectus incision, well healed. There were 
no cardiac murmurs. 

Proctoscopy was performed on the patient 
with a great deal of difficulty because of tense 
spasms in the colon, the highest we could get 
was about ten centimeters. No abnormalities 
were noted. A rectal mucosal biopsy was done. 

The Laboratory Data—The patient’s hemo- 
globin was 6.4 grams. Hematocrit 22, red cell 
count was 3.4 million, her white counts ranged 
from 6,000 to 8,000 with differential of poly- 
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morphonuclear leukocytes in the vicinity of 
69% to 78%, her eosinophils have ranged 
from 1% to 6% on differential smears, with 
a total eosinophil count of 310. The lympho- 
cytes have ranged from 15 to 24, monocytes 
from 2 to 4. The sickle cell preparation was 
negative. The LE preparation was negative, 
bleeding time was | minute, clotting time was 
3 minutes, and 10 seconds; PPD was negative, 
clot retraction was normal. A bone marrow 
preparation showed evidence of a hypochromic 
anemia. Coomb’s test was negative. A splenic 
aspiration was quite dilute and not adequate. 
Urinalysis routinely was negative. BUN is 10, 
icteric index 3, bilirubin .3, alkaline phosphatase 
4.8, BSP 0% in 45 minutes. Thymol turbidity 
was 4, prothrombin time 14 with control of 
13.6. Total protein 6.4 with an albumin of 4, 
globulin of 2.4. Blood sugar is 81 by our new 
method. Normal liver tissue was found on 
biopsy of the liver. Biopsy of the rectal mucosa, 
the first one that was reported, showed a por- 
tion of an ovum which was compatible with 
schistosome. Stool guaiacs on several occasions 
have been negative. Studies for ova and para- 
sites have been negative. Cultures for pathogens 
have been negative. I neglected to mention 
during the years prior to admission here, the 
patient has had several admissions at a large 
New York hospital where she was told that she 
was under nourished and anemic. She was 
treated with vitamin pills. 

On the first admission, she was placed on 
an ulcer regimen which did not seem to mate- 
rially affect her clinical status. At present the 
patient is on vitamin and iron therapy. 

Dr. Lonc: Dr. Derow, may we have the 
films. 

Dr. Derow: The routine studies on this 
patient are normal. The gastrointestinal series 
are reported as negative. A percutaneous splen- 
ogram was performed and this film series taken. 
This is the one-second film. The needle is 
situated in the region of the splenic hilum. 
Following the injection you see the contrast 
material, with full opacification of the splenic 
vein. There is no evidence of any collateral 
circulation. The splenic vein at this point joins 
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with the superior mesenteric vein to form the 
portal vein. The portal vein then branches into 
the liver “radicals.” The one fact brought out 
by this study is that ordinarily following in- 
jection of the contrast material you will get 
good visualization of the splenic vein. Usually, 
you will have the portal vein and the areas 
beyond not too well visualized because the 
contrast material will be rather dilute by virtue 
of the blood coming in from the superior mes- 
enteric vein. This film has an equal contrast 
media for both the splenic vein and the portal 
vein and, therefore, we are presuming the pos- 
sibility of the decrease of the venous flow 
coming in from the superior mesenteric vein. 

Dr. LonG: Thank you, very much, Dr. 
Derow. May I ask you what kind of contrast 
material was used for this type of film study? 

Dr. Derow: I used Hypaque. 

Dr. LonG: Dr. Stark, will you continue the 
discussion of this patient. 

Dr. Stark: When I heard the history of the 
previous patient I almost thought we had a 
duplicate instance with epigastric pain, occur- 
ring in a Puerto Rican person. On the ward we 
have followed this thin, malnourished girl quite 
a while. We were struck at first by the fact she 
had pains in her epigastrium simuiating those 
of a peptic ulcer; but in addition an enlarged 
spleen and an anemia were present. These were 
the three presenting factors. We carefully 
searched for evidence of bleeding in the in- 
testinal tract to account for her anemia and 
could find no evidences of any occult blood in 
numerous stools. We made a presumptive 
diagnosis of parasitic infestation at the begin- 
ning, and then intended to rule out any other 
disease which may have caused the splen- 
omegaly and anemia. To this end all the 
tests that have been presented to you, the 
Coomb’s Test, the LE preparation, the ster- 
nal marrow preparations, the bleeding and clot- 
ting time, were all performed and did not give 
us any lead to the splenomegaly. 

We then went ahead, (of course, it was done 
concommitantly ) with the stool examination for 
ova and parasites. We could find no ova on 
routine stool examinations and then commenced 
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to do rectal biopsies. We had done three on 
this patient and one of them proved to be suf- 
ficient to give us a diagnosis of Schistosomi- 
asis. We must assume almost that every Puerto 
Rican person, who comes in with an appear- 
ance of malnourishment, with hepatomegaly or 
splenomegaly, or both, is first of all infected 
with schistosomiasis and secondarily with some 
other disease. It has been postulated that there 
are probably 50,000 Puerto Ricans infested 
with schistosomiasis in the City of New York. 
These are figures that are given out by the New 
York City Board of Health as a result of sur- 
vey studies performed in the New York area. 
Among the diagnostic criteria for schistosomi- 
asis, of course, first the person has to have 
contact. This particular patient lived in the 
central part of Puerto Rico where schistoso- 
miasis is endemic and infestations are usually 
very heavy. We can postulate that the attack 
of abdominal pain occurring twelve years ago 
may have been due to her initial acute attack 
of schistosomiasis. On careful questioning we 
also found out that she had some itching prior 
to this, whether this was the schistosomiasis 
dermatitis or not, we can’t be sure. The onset 
of schistosomiasis usually occurs rather sud- 
denly. We can assume the surgeons felt the 
patient might have had appendicitis and, there- 
fore, explored her. Apparently this was not 
the case and after doing an appendectomy 
which they told her about, they closed her up. 

Since then she has gradually lost weight. 
She has had a chronic anemia and she has a 
tremendous amount of epigastric distress, which 
has not been relieved by the usual ulcer medi- 
cation. This is the most consistent symptom 
found in instances of schistosomiasis. “Epi- 
gastric pain which the patient cannot readily 
localize.” 

We would like to have seen a demonstra- 
tion in the liver of some histological changes 
because approximately fifty percent of patients 
having schistosomiasis will show at least 
pseudo-tubercles within the liver. It is not a 
necessary finding especially when we consider 
her infestation is probably light. The needle 
biopsy takes only a small part of the liver and 


the pseudo-tubercles are rather widely dispersed 
and not closely infiltrated within the liver. 
They occur either as an allergic or a specific 
reaction to the ova which flow back from the 
mesenteric vein into the liver parenchyma. 
Now we know from the percutaneous spleno- 
portogram that she has no evidence of splenic 
vein block. We considered the fact that there 
might have been an increase in portal pressure, 
but obviously there is none. We do know, 
however, that the spleen consistently enlarges 
in schistosomiasis. We are not sure whether 
this is a hyperimmune reaction which is quite 
possible, or whether there is some other ex- 
planation, which has not been fully worked out. 
The fact that she does have a large spleen helps 
us to understand the reason that she has an 
anemia. She is malnourished, her food intake 
is poor, meat intake has been very poor. She 
probably has some degree of hypersplenism 
with this enlarged spleen. We must also as- 
sume that the parasites have something to do 
with destroying some of her blood cells. In 
addition, iron absorption is extremely poor in 
schistosomiasis. 

To this extent we had put her on iron and 
we were rewarded with a one gram rise in her 
hemoglobin and evidence of an increased re- 
ticulocyte count. 

We are at the point of deciding whether anti- 
parasitic therapy is indicated in this person. 
Therapy is dangerous. What therapy do we 
have? It consists of the use of “trivalent anti- 
mony” products. The older one, tartar emetic, 
which was used intravenously, has some very 
serious reactions and the death rate of approxi- 
mately one-half of one percent. The newer 
ones, “the antimony, pyrocaticol, sodium bi- 
sulfonate or as it is commonly known Faudin,® 
has less reaction of an immediate nature since 
it can be used intramuscularly. But it too is 
toxic to the myocardium, kidneys, liver and 
gastrointestinal tract. The usual doses for this 
medication are approximately 100 to 120 milli- 
liters spread over a long period of time, but 
in a very malnourished and thin person such 
as this one, we would probably cause death 
with such large doses and we would be much 
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better off using relatively small amounts as used 
in children with a total of 40 to 50 milliliters 
of Faudin.® Miracil D® (luchanthone hydro- 
chloride) has also been used but is quite toxic. 
We have had contact with the Board of Health 
and they recently developed a new schedule 
for the use of Miracil D. At present it has not 
been fully standardized. 

We feel that treatment should be given to 
her to try and increase her feeling of well be- 
ing, appetite and do away with this anemia. 
If this does not work then we are left with the 
possibility of removing her spleen, to elimi- 
nate the factor of hypersplenism if it exists. 

Dr. LonG: Thank you, very much, Dr. 
Stark. Are there any questions or comments, 
relative to this patient? 

Dr. ANGEL: What is the possibility of lo- 
cating this parasite? 

Dr. Lonc: Dr. Stark, I wonder if you could 
answer that question? 

Dr. STARK: It is very common not to find 
the parasites. The chances of picking up the 
parasite in the stool is about ten to fifteen per- 
cent. With rectal biopsy it can be increased 


to about twenty-five to thirty percent. 

Dr. LonG: Dr. Dock, I wonder if you would 
comment on the effects of Faudin on the myo- 
cardium? 


(VOL. 87, NO. 9) SEPTEMBER 1959 


Dr. Dock: I don’t know anything about 
this. I understand it causes arrhythmia more 
than anything else. Isn't that right, Dr. Stark? 

Dr. STARK: Myocarditis and I assume 
arrhythmia would go along with it. 

Dr. Dock: I don't think it is quite as poison- 
ous as antimony. 

Dr. Hecut: May I add that I have made 
rounds in the Municipal City Hospital at San 
Juan. A great majority of the patients receive 
Faudin yet the House Staff is not too enthusi- 
astic about it. They feel that although they 
treat everyone they are not sure if this does 
any good. 

Dr. LonG: Well, there is a problem right 
there. 

Dr. Hecut: Reinfection is not so easily 
gotten again in San Juan. Most of these pa- 
tients are from the surrounding country. 

Dr. LonG: Dr. Stark, would you like to 
sum up. Have you anything further to say 
about this? 

Dr. STARK: A recent report from Puerto 
Rico published in the American Journal of 
Medicine is quite pessimistic concerning the 
effectiveness of Faudin in the therapy of acute 
and chronic schistosomiasis. Viable ova often 
persist in the stools after treatment with Faudin. 
Faudin does not seem to be the drug of choice. 


An illustrated review 
of the surgical procedure 
for circumcision 


Circumcision 


cay The edges of the preputial skin are held taut and the skin 
is cut dorsally. 


The incision is extended to the corona; a suture may be 
inserted at this site for traction. 


The flap on each side is resected. 


: All excess skin is removed. Bleeding points are clamped 
and ligated. 


The skin and mucous membrane are coapted with inter- 
a, rupted, fine gut sutures. 


The circumcision is completed; a Vaseline gauze dress- 
ing is applied. 


From "Atlas of Genito-Urinary Surgery" by Philip R. Roen, M.D., 
F.A.C.S. (Appleton-Century-Crofts, Inc., New York, New York) 
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EDITORIALS 


PERRIN H. LONG, M.D. 


ON HAVING A CANCER 


Probably, if an adequate poll could be taken, it would be 
found that the thought “I wonder what I would do if I was told 
I had a cancer?” has passed not once, but many times through 
the minds of the readers of MEpiIcAL TiMEs. Your Editor can say 
that this thought had passed through his mind many, many times 
during the past forty or more years, but, curiously enough, during 
the past five or six years he had not given it very much 
consideration. 

There is a saying that if you want to know what's going to 
happen to you “look over both shoulders.” Well, that’s just 
what I had been doing the last few years. What did I see? A 
father of almost eighty-nine years of age who had two malignant 
and one benign tumor removed in his lifetime, and a mother 
who was in good physical condition at the age of eighty-two. 
Obviously no real trouble there as far as heart disease or stroke 
was concerned. For that matter, arterial disease as far as could 
be made out had never been an early problem on either side 
of the family. However, on going back to the grandparents, 
the fact had to be faced that all had died of cancer, my paternal 
grandfather (a physician) having succumbed shortly after an 
operation for cancer of the larynx in 1906. This history had a 
lot to do with our family’s thoughts (that of my father, a 6 
physician, and myself) on the question of cancer. But, as 
has been pointed out, the family had not thought much about 
cancer in the last few years. 

In the fall of 1956, while conducting extensive intern and 
resident interviews, teaching rounds, etc., your Editor noted 
that he began to get hoarse easily. These periods of hoarseness 
increased in frequency and severity, and in March 1957, he 
went down to Hopkins to have the otolaryngologist take a 
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look at his vocal cords. A nodule (polyp) was 
found on the right cord and excised. The 
histological report on the tissue indicated that 
the polyp was benign so, after the usual periods 
of silence and then whispering, your Editor 
resumed his very active academic life with 
hardly a thought being given to the polyp. 

About the middle of May this year, he 
had to go to Chicago for a meeting of the 
Council on National Defense of the American 
Medical Association. On the plane coming 
back to Brooklyn, the initial stage of a sore 
throat was noted, and your Editor had to take 
to his bed for a couple of days on account 
of a rather severe viral pharyngitis. Shortly 
after recovery from this malady, hoarseness 
reappeared, and by the end of the first week 
in June, the hoarseness became a social handi- 
cap. At this point another otolaryngologist took 
a look at the Editor’s larynx and described 
a sub-glottic nodule in the anterior portion of 
the left vocal cord. 

That observation resulted in an immediate 
visit to the otolaryngologist at Hopkins and 
under pentothal anesthesia the sub-glottic 
nodule was excised. Grossly it was described 
as being hyper-keratotic. That gave the Editor 
pause for thought! His reaction was “Well, 
why worry about it? Why not assume that 
luck is with you and it is just another polyp,” 
and with this philosophy he went off to his 
home on Martha’s Vineyard for a good vaca- 
tion after a very busy academic and hospital 
year. The histological report was to be phoned 
him a week later around noon. 

On that Monday and at the stated time 
the phone rang and was answered by the 
Editor’s wife. She said, “Long distance, thank 
you. Go ahead.” After a minute she said, 
“Thank you . I will call Perry.” 
It was the otolaryngologist speaking from 
The Pathologist’s office at Hopkins. “Cancer, 
I would judge,” your Editor said. “Yes,” said 
the otolaryngologist. “So and so, and so and 
so are here, each has looked at the tissue, 
and we are all in agreement.” “Well,” said 
your Editor, “that means an operation.” “Can 
I have the rest of the week here to tidy 
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up things? I will come into Hopkins at 5 p.m. 
next Sunday.” “That's satisfactory” was the 
reply. 

With that your Editor walked out of the 
house and down in the field for three or 
four minutes. Tears came to his eyes, not 
of grief or self pity, but of annoyance and 
resentment that a thing like this had to happen 
to him! He was furious. However, he remem- 
bered his wife, brushed the wet away from 
his cheeks, went back to the house and said 
to her, “Well, that’s that! We had better 
take a favorable view of this and begin making 
plans as to what we will do.” And that is 
just what we did in the next couple of days, 
always taking the optimistic point of view 
that the cancer had not spread beyond the 
larynx and was completely operable. 

Your Editor must confess that he had given 
so little thought to carcinoma of the larynx over 
the years that when he was told he had it 
himself, he found himself very ignorant of 
the disease. However, he did not rush out 
to brush up on it, because he has always 
been of the opinion that “a little knowledge 
is a dangerous thing,” and decided he would 
let his doctors tell him about it. He did make 
one call to a pathologist in whom he has 
the greatest of faith and confidence to find 
out something about the radiation-sensitivity 
of cancer of the larynx. Your Editor has seen 
some miserable instances of radiation sickness 
in his life following the radiation of carcinoma 
and that was one thing he was not going to 
have. His friend said not to worry about that 
but to come to his hospital where “hundreds 
of these things are done and have it treated 
there.” When he was told that your Editor 
was going to Hopkins, he was a bit put out. 
This is a natural medical reaction and one 
which your Editor has had on those occa- 
sions when his friends didn’t do just what he 
thought was best for them. 

At the minute he heard the bad news he 
had made up his mind where he was going and 
that was Hopkins. Why? Because he had the 
utmost confidence in the otolaryngologist, the 
Hospital, and that was where many of his good 
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friends were. You can’t have lived in, worked 
in, and enjoyed a place as much as your Editor 
did the Johns Hopkins Hospital, during the 
twenty-two years he was on its staff, not to 
want to go there when he was in trouble. It 
should be pointed out to all of our readers 
that when you are ill you will find it most im- 
portant to place yourself in the hands of those 
doctors in whom you have the greatest confi- 
dence and have them treat you in a hospital 
in which you will not worry about your nurs- 
ing and medical care. For thirty years Hopkins 
has been such a place in your Editor’s mind. 
Peace of mind is your greatest ally when faced 
with a diagnosis of cancer. 

So down to Hopkins, we did go on that 
Sunday, and on Monday, after the preliminar- 
ies, we went up to see the surgeon who had 
not heard of the problem. Your Editor asked 
him a few questions about partial and total 
operations for carcinoma of the larynx, men- 
tioning that at 11 a. m., he was to see the 
otolaryngologist. The Surgeon immediately 
said, “I will go up there with you as your 
advocate in the discussions of what they pro- 
pose to do to you.” That to me was extremely 
gracious and reassuring. The surgeons have 
always appeared to have at least one strike on 
internists when we are in their hands. Well, 
the conference decision with all in agreement 
(your Editor too) was “total laryngectomy.” 
This is a devil of a thing to have happen to 
anyone who makes his living and derives his 
greatest pleasure and happiness from “Pro- 
fessing.” Again, a minute or two of self-pity 
and resentment at what fate had done to me. 

The strange thing was that after the decision 
had been taken it was not bothersome. It just 
meant a little more immediate planning rela- 
tive to esophageal speech, when to resume 
teaching, how much patient and administrative 
work could be done early, and what about 
retirement (your Editor is over sixty), etc. 
There were no worries. Again, a very impor- 
tant piece of evidence of tranquility of mind 
when one knows that he is in the right hands 
and in the right place. Sleep came easily that 
night without therapeutic aid, and at 5:30 a.m. 
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the patient was up and took a three mile walk, 
whistling and talking to himself, and was back 
in bed and asleep when the special nurse 
arrived at seven o’clock. This could be called 
the hour of the last word. 

What about the operation? It was unbeliev- 
able! Five and one half hours long and on 
awakening no nausea, no vomiting, no pain, 
no voice to be sure, and only the discomfort 
that one would have with a moderately sore 
throat. Actually, the soreness was not much 
worse than it was during the viral sore throat 
which was mentioned earlier. Certainly, mod- 
ern anesthetic practices coupled with the 
thoughtful Halsted-Crowe surgical technique 
produce a minimum of discomfort! Post-op- 
erative course? Completely uneventful. Am- 
bulatory on P-O day one. Lunch in the Hos- 
pital dining room a week after the operation. 
Writing this on the fifteenth post-operative day 
after being at home on the Vineyard for three 
days. Could anyone want a better or easier 
course. Even the problem of managing one’s 
own tracheotomy tube turned out to be an 
easy thing to do. 

What thoughts now? Well, the otolaryn- 
gologists believe the cancer was limited to the 
larynx (no resection of the neck glands was 
considered necessary). However, it will be 
some time before the histological study of the 
whole larynx will be completed. Your Editor’s 
reaction to this? Not a worry at all about it. 
How is he getting along at this time? Fine, 
but he does miss the give and take of good, 
quick, fast-moving conversation. No more 
needling? That was such fun. But, lessons in 
esophageal speech will start soon, and it is 
known that some people without a larynx can 
get two hundred syllables from one swallow 
of air. That’s fast talking in any company! His 
outlook for the future? Excellent. He expects 
to attend meetings and to be fishing and hunt- 
ing when he is well over eighty. As a matter 
of fact he will attend the “Second World Confer- 
ence on Medical Education” which will be held 
at the end of August in Chicago. 

Advice to others? Yes. Remember first of 
all that we all must pass out of this world 
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some day, so don’t worry about death. It’s 
bad to be sure and just a little more certain 
than taxes. If it’s cancer, get your house in 
order. Plans (immediate and long range) must 
be made, wills should be looked over and 
changed if necessary, check your financial situ- 
ation and get some cash, your family must be 
properly informed (best by you) of what the 
“chances” are, and then pick as your doctor or 
doctors the man or men in whom you have the 


greatest confidence, go to a hospital in which 
you know that high levels of medical and 
nursing care are maintained and which is 
“friendly” in its approach to you. And then? 
Forget your worries. Behave like the member 
of a learned profession and the highly civilized 
individual that you really are. This makes life 
much easier for you and those about you. And 
mind you, no matter what the verdict, keep a 
stiff upper lip! 


SEVERE REACTIONS FROM PRESENT DAY 
UROGRAPHIC CONTRAST MATERIALS 


“This inquiry has revealed a great enthusiasm for the 
newer contrast media that are available today. These com- 
pounds evoke very few side reactions; in fact some urologists 
reported large series of cases in which there were no reactions 
of any sort; but these new compounds occasionally evoke seri- 
ous reactions and one fatality has occurred. 

The majority of our members use intradermal or con- 
junctival tests of sensitivity but have no faith in the tests 
except as a protection against legal action. 

Many believe that a test dose of the contrast medium af- 
fords a good index of reaction susceptibility, but the experi- 
ence of the group has demonstrated the unreliability of even 
this method of testing. 

Antihistamine protection appears to be a reality and the 
most effective method appears to be the employment of intra- 
venous premedication. 

Authorities in the field of allergy research believe that most 
of the dangerous reactions that occur with pyelographic me- 
dium injection can be prevented by the proper use of anti- 
histamine drugs. Whether all fatal reactions could be elimi- 
nated by this means can only be determined by the observance 
of an enormous number of cases. For it should be recalled that 
there were 31 deaths in over three million cases reported by 
Pendergrass in 1955; and our survey revealed one death in 
over 140 thousand cases. Yet prevention of serious reaction 
or death, no matter how rare the occurrence, should be the 
goal.” 

REED M. NESBIT 
The J. of Urology (1959), Vol. 81, No. 3, Pp. 488-89 
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Remember 
When... 


Do you remember when 


. . . The neighborhood of Bellevue 
(from Turtle Bay, 

i.e. 50th Street and the East River 
to below 14th Street) 

was populated almost exclusively 
by recent emigrants from Europe? 


. . . Just before and after World War I 
when hundreds of thousands of 
immigrants poured into New York 
every year? 


. . . A first (second?) generation 
American girl 

would have rather been dead 
than wear a scarf over her head, 
as such a head dress 

was typical of peasant women? 
“Ladies” wore hats. 


. . . The greatest tact, kindness, 
and forbearance was a 
characteristic of the nurses 

in charge of admitting or 
interviewing these sick immigrants 
in out-patient 

and other departments 

of New York hospitals? 


. . All lighting fixtures were equipped 
to use both gas and electricity? 


. . Bellevue Medical College 

was considered by many to be the 
greatest American Medical School 
and drew its students 

from all over the United States? 


Photo: Brown Brothers, N. Y. C. 
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THE LONG AND SHORT OF IT 


From Your Editor's Reading 


The Electrocardiogram in 
Neurocirculatory Asthenia 

“1. Based on the study of 203 cases of 
neurocirculatory asthenia and 757 control sub- 
jects free of cardiovascular disease, it was con- 
cluded that there is no characteristic electro- 
cardiographic abnormality associated with 
neurocirculatory asthenia. 

2. Electrocardiographic abnormalities char- 
acteristic of heart disease or suggesting heart 
disease do not occur as manifestations of un- 
complicated neurocirculatory asthenia. 

3. The same kinds of abnormalities found 
in the electrocardiograms of neurocirculatory 
asthenia patients are found in healthy controls, 


and in the same frequency.” 
WILLIAM B. KANNEL, 


T. R. DAWBER, MANDEL E. COHEN 
Annals of Int. Med. (1958) Vol. 49, No. 6, P. 1358. 


Perineal Carriage of Staph. Aureus 


“A survey of 50 male medical students 
showed that 52% had no Staph. aureus in the 
nose or on the skin, that 26% had this organ- 
ism in the nose, generally in very large num- 
bers, but that the perineal area yielded fewer 
than 30 colonies from the six sites chosen for 
examination. A further 12% had much greater 
degrees of contamination of the perineal area 
and were heavy nasal carriers as well. The re- 
maining 10% had an equal degree of contam- 
ination of the perineal area, but no Staph. au- 
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reus in the nose or only one or, at most, five 
colonies. 

Thus sufficiently large numbers of Staph. au- 
reus can be isolated from the perineal area of 
22% of male adults to class them as perineal 
carriers. 

Further investigations showed that this state 
may persist for months in about 14% of in- 
dividuals, but that it is not due to fecal con- 
tamination alone, that the organisms are able 
to multiply in or on the perineal skin, that they 
may be of different phage type from those in 
the nose or feces, and, finally, that they may 
be dispersed into free air when the subject ex- 


ercises in a cubicle.” 
M. RIDLEY 


B. M. J. (1959) 1:273. 


Acetazolamide Therapy in Epilepsy 


“Sixty-three epileptic patients were treated 
with acetazolamide. It appeared to be helpful 
in 2 of 17 children with petit mal. Acetazola- 
mide had no effect on 46 adults (24 with petit 
mal and grand mal, 12 with temporallobe at- 
tacks, and 10 with miscellaneous forms of epi- 
lepsy), nor on epilepsy related to menstruation. 
From the results of this trial it is concluded 
that acetazolamide is of no value in the man- 
agement of chronic adult epileptics, and is sel- 
dom of value in children with petit mal.” 

IAN P. ROSS, M.D. 
The Lancet (1958) Vol. Il, No. 7060, P. 1309. 
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The Genesis of Epidemics 

In considering the published records as a 
guide to the origins of epidemic spread we must 
always bear in mind that the recorded epidem- 
ics are certainly not a random sample. It is, 
however, very striking how often, in these out- 
breaks, a single individual either was responsi- 
ble for all the cases or was responsible for in- 
troducing the infection and communicating it 
to some of the patients. When the individual 
was a surgeon or nurse and had a septic lesion 
it is not surprising that he or she infected the 
patients, but the examples spread from healthy 
carriers—in several cases quite unequivocal— 
raise interesting queries because at least 50% 
of the staff of any hospital may be expected 
to carry staphylococci in their noses. One 
wonders whether those who spread the infec- 
tion carried a more ‘virulent’ staphylococ- 
cus than the others, or whether their mode 
of carriage led to more dispersal of the sta- 
phylococci (as suggested recently by Hare and 
Ridley (1958) for perineal carriers) or 
whether their work or behavior afforded some 
unusual opportunity for spreading. The healthy 
surgeon described by Devenish and Miles 
(1939) appeared to carry staphylococci pro- 
fusely on his forearms as well as on his hands 
and in his nose, and to some extent the fre- 
quency with which he punctured his gloves may 
have offered the special opportunity. But it 
seems very unlikely that either of these char- 
acteristics is rare, and one is left wondering 
whether the staphylococcus was exceptional. 
The carrier described by Shooter et al. (1957) 
did not carry unusually profusely but the ex- 
tent to which the staphylococcus spread among 
the patients in the ward pointed strongly to 
a high degree of that unexplained quality of 
‘communicability’. 

The examples of airborne spread in operat- 
ing-theaters raise this problem again, because, 
while the surgeon or nurse handling the pa- 
tients or instruments could certainly implant 
relatively large numbers of cocci into a wound, 
all our experience suggests that this is very 
unlikely to occur by the deposition of airborne 
particles. So if such particles can infect—as 
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seems certain from the work of Shooter et al. 
(1956)—the infecting dose must often be very 
small. Yet if small numbers of cocci can in- 
fect, why does infection not happen more often, 
since small numbers of staphylococci must 
commonly fall into the wounds at operation? 
Much, perhaps most, of the explanation must 
lie in the resistance of tissues, but one wonders 
again whether part may lie in differences be- 
tween staphylococci. 

The phage-typing results show clearly that 
differences between staphylococci do exist. Al- 
though a very great number of different phage- 
types have on occasion been isolated from sep- 
tic lesions, only about twenty have been thus 
isolated at all commonly. And of these twenty 
only about six are, in our experience, com- 
monly responsible for epidemics of hospital 
infection. 

At present we know no way of recognizing 
an epidemic strain of staphylococcus other 
by a restrospective review of what it has been 
able to achieve. We can say that if a strain of 
type 77 is currently producing cases of sepsis 
in a hospital, it is to be regarded, at this time 
and in this place, as an epidemic type, and 
treated as such. But given the introduction of 
a single case of sepsis, or the discovery of a 
single carrier, we can only say that type 77 
is on past experience more likely than, say, 
type 29 to produce epidemics. Moreover, only 
30% of the cases of type-77 sepsis recorded 
in table VI were associated with epidemic 
spread. The method of selection of the strains 
for this table makes it quite impossible to de- 
termine the real proportion of epidemic strains, 
but even allowing for this we may be sure that 
not all introductions, even of the most actively 
epidemic types, will be followed by spread of 
infection: the circumstances need to be pro- 
pitious. 

The one feature that is well established as 
characteristic of present-day epidemic strains 
is drug resistance (see also Barber and Burston 
1955). Indeed it is difficult to see how a drug- 
sensitive strain could make much headway in 
the face of the amount of antibiotic likely to be 
used to control an epidemic. Most of the strains 
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that are sent to Colindale for typing are in any 
case penicillin-resistant, but twenty-two inde- 
pendent strains belonging to one or other of 
the three types (80, 47/53/75/77, 75/77) 
nineteen causing outbreaks in surgical wards 
were resistant to tetracycline as well as penicil- 
lin. Two of the types producing epidemics in 
maternity wards (52A/79 and 71) were infre- 
quently tetracycline-resistant. 

We do not know (and it is difficult to see 
how we can ever discover) whether the anti- 
biotic-resistant staphylococci that now spread 
through our hospitals are inherently more ‘viru- 
lent’ than their sensitive predecessors; but it is 
certainly possible that widespread drug treat- 
ment has tended to select drug-resistant vari- 
ants of the more virulent strains, since it is the 
virulent staphylococci in patients with septic 
lesions that are most likely to be exposed to 
drug treatment. But resistance to several anti- 
biotics is not a prerequisite for an epidemic 
strain: type 80 when first seen in Australia was 
resistant only to penicillin, and epidemics of 
staphylococcal infections were observed before 
the discovery of penicillin. 

The review of published records of epidemics 
pointed strongly to the importance of particu- 
lar ‘dangerous’ individuals in the genesis of 
outbreaks of infection. The analysis of the 
phage types endorses the view that, to explain 
the relative rarity of outbreaks of infection in 
relation to the abundance of carriers, the 
dangerous carrier must ordinarily harbor a 
dangerous staphylococcus. 

Possibly the only feature distinguishing the 
dangerous carrier is the sort of staphylococcus 
he carries. The apparently especial danger of 
people with septic lesions might just reflect the 
fact that the lesion in the carrier is a built-in 
indicator of the virulence of his staphylococcus. 
But we know of many instances in which car- 
riers of notorious epidemic types fail to start 
epidemics—and in which epidemics cease even 
when carriers of the epidemic type are still 
present. Apart from the possibility that no sus- 
ceptible patients are exposed, this might mean 
that there are variations in the virulence of the 
strains within the type; or it might be (and we 
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must hope often is) that the aseptic precau- 
tions prevent spread even of the dangerous 
strain from the heavy disperser. But it might 
also be, as already suggested, that some people 
are dangerous because they disperse their 
staphylococci more widely than others. Prob- 
ably all these explanations are appropriate in 
some cases; certainly the known differences in 
aptitude for dispersal by carriers (Hare and 
Ridley 1958, Shooter et al. 1958) are sufficient 
to make one feel that these differences must 
sometimes be relevant. 

An extraordinary ability of the epidemic 
staphylococcus to colonize the noses of the hos- 
pital staff was noted in several of the published 
outbreaks (Allison and Hobbs 1947, Barber 
et al. 1949). Why spread of this sort should 
sometimes occur is unexplained and deserves 
further investigation. The phage type of the 
epidemic strain is clearly important since the 
wide spread is almost confined to strains of 
phage-group I — the group that is also most 
commonly responsible for sepsis in maternity 
unit, and indeed also for colonization of the 
noses of hospital nurses even apart from epi- 
demics (Alder et al. 1955). Although the out- 
breaks with numerous carriers have generally 
been the more extensive outbreaks, the ability 
of a strain to colonize the nose is not necessar- 
ily an indication that it is virulent, in the sense 
of producing disease, as was shown in our 
recent studies in a surgical ward (Shooter et 
al. 1958). 

Only three of the published reports from sur- 
gical units give evidence for cross-infection 
within the wards—a phenomenon well demon- 
strated for the hemolitic streptococcus when it 
was the pathogen of the day. On the other 
hand all the maternity-unit outbreaks were re- 
garded as ward-spread. It is well known that 
practically all infants born in hospital acquire 
staphylococci within their first week or so, and 
the indications are that at any one time one 
particular type is dominant (e.g., Hutchinson 
and Bowman 1957). It appears that there is 
ordinarily free transfer of staphylococci from 
one infant to another within the maternity unit; 
presumably an epidemic of the disease occurs 
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when the strain that is being transferred has 
greater invasive powers than the average. That 
the introduction, where traceable, is so often 
due to a nurse carrier is hardly surprising in 
view of the many contacts that the nurses have 
to have with the infants. The infants nose, skin, 
and umbilical stump must be nearly as suscep- 
tible to infection as an open wound, and are 
far more difficult to protect. In surgical wards 
the same patient - to - patient spread doubtless 
occurs, but perhaps usually in a series of 
smaller overlapping incidents due to different 
types of staphylococci (as in the experience of 
Shooter et al. 1958); the resulting complexity 
might well account for the rariety of reports 
of ward-spread epidemics. 

The frequency with which a number of dif- 
ferent phage types is found among the staphy- 
lococci sent to Colindale for typing is a strong 
indication that epidemics are commonly far 
more complex than the present summary of 
those in published reports would suggest. It 
is to be hoped that more attempts will be made 
to unravel these complex epidemics and that 
the results will be published, so that in the fu- 
ture another analysis may bear a more realistic 
relation to the epidemics as they occur.” 

R. E. O. WILLIAMS 


The Lancet (1959) 1:193-94. 


An Anabolic Study with Norethandrolone 


“The anabolic effects of the steroid nore- 
thandrolone have been investigated in four 
elderly underweight patients. 

In each case there was a significant gain in 
body weight associated with marked nitrogen 
retention. 

Total body water and extracellular water 
measurements were made before and after 
treatment, and the results supported the view 
that the weight gain was due to an increase in 
the lean body mass and not merely due to a 
simple fluid retention. 

No androgenic or other unpleasant effects 
were observed from use of the drug. 

In our opinion norethandrolone has definite 
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anabolic properties and should prove to be of 

considerable value for increasing the lean body 

mass in individuals who consistently fail to gain 
weight on an adequate diet.” 

E. WOODFORD-WILLIAMS, D. WEBSTER 

Brit. Med. J. (1958) Vol. 2, P. 1449. 


The Management of the Suicidal Patient 


“The suicidal attempt is a symptom, and not 
a disease in itself. It is the presenting sign of 
a serious underlying emotional difficulty. Treat- 
ment should therefore be directed toward the 
entire emotional disorder and not the isolated 
symptom. The immediate goal in treatment is 
to prevent the patient from following his path 
into the abyss of destruction. To achieve this, 
various methods of emergency control need to 
be instituted and, at times, life-saving resusci- 
tative and reparative measures used. When 
the immediate battle for life has been won, the 
underlying disease that gave rise to the symp- 
tom must be treated. It is a symptom com- 
mon to a wide variety of diseases that fall into 
the category of emotional illnesses. It is by 
treating the underlying emotional disturbance 
that the patient can best be spared from such 
useless destruction of life. 

Just as the causative illnesses are varied, so 
also are the methods of treatment. Individual 
cases call for different therapeutic approaches, 
varying from psychotherapy to chemotherapy 
and the somatic forms of treatment. In most 
cases hospitalization is necessary. Short-term 
treatment problems can be handled in the neu- 
ropsychiatric units of general hospitals, where- 
as longer term treatments are best carried out 
in psychiatric hospitals. 

Prevention is the key to success, and it is by 
exercising such prophylactic measures that the 
current high rate of deaths by suicide can be 
reduced.” 


PATRICK B. FRIEL, M.D. and 
LUDWIG M. FRANK, M.D. 

Annals of Internal Medicine (1958) 
Vol. 49, No. 3, Pp. 639-40. 
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On Rubella in Pregnancy 


“Having considered this problem in some 
detail, | think that, though no definite calcula- 
tion of the risks involved is yet possible, we are 
able to suggest certain rules for the guidance 
of the practitioner until more exact facts can 
be given, so that he should no longer have to 
consult colleagues who really know no more 
on the subject than he does; for though Dr. 
Abercrombie apparently scorns statisticians 
and refuses to take notice of percentages in 
such a problem only statistics can give the help 
needed. He is right, however, to be cautious 
in accepting a simple percentage as a guide 
without careful consideration of the material 
on which it is based, on the numbers con- 
cerned, and on the snags involved, which may 
differ from one sample of material to another 
and which do make this particular problem a 
very elusive one. 

Now the facts of the situation have accumu- 
lated so that one can state without doubt that 
rubella in the early weeks of pregnancy is such 
a menace to the normal development of the 
fetus that it constitutes a risk one cannot allow 
to be taken for the unborn child. Abortion 
has become the generally recognized treatment 
in such a case; to such an extent has this be- 
come routine treatment that maybe we can no 
longer hope to get a measure of the risk in- 
volved or discover what proportion of such oc- 
currences can be expected to result in a nor- 
mally developed child. The important question 
we have to decide is at what stage of pregnancy 
the occurrence of rubella constitutes no menace 
to the child, or so small a risk that routine 
abortion can no longer be justified. I would, in 
the present state of our knowledge, suggest 12 
weeks as the limiting time; a patient coming 
up for advice with a history of rubella after 
this date should be reassured and abortion 
should no longer be prescribed as a routine 
measure and should be permitted only if the 
nature of the individual case required it. 

I have collected from the literature accounts 
of 712 cases of rubella during pregnancy, giv- 
ing, not percentages of resulting defect, but his- 
tories of each experience, with a report on the 
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condition of the child. Such material is, for 
the most part, highly selected by one factor 
or another which is likely to differ from one 
source of material to another, so that any con- 
clusions drawn from it are not of general ap- 
plication and should be drawn—and received— 
with great caution. However, I think the sum- 
mary given in the accompanying table is of great 
interest and may provide pointers to those who 
have to make decisions in such cases. 

It will be seen from the Table that cataract 
was noted in 149 cases, deafness in 263, and 
congenital heart disease in 210. In addition, 
70 children were reported to show defects other 
than the three characteristic ones, which either 
were absent or the child died before they could 
be discovered. Of these, 36 were either still- 
born or miscarried, or abortion had been pro- 
duced; defects in the remaining 34 were varied 
and probably unrelated to the occurrence of 
the maternal rubella. 

A further 221 children of the series were 
believed to be normal at the time of observa- 
tion; 94 of them had a history of maternal ru- 
bella before or at the twelfth week of preg- 
nancy, and 59 of these were known to be over 
the age of 2 years at the time of observation.” 

JULIA BELL 
B.M.J. (1959), 1:686-87. 


Infections Caused by 
Drug-Resistant Staphylococci 
“Infection by drug-resistant staphylococci in 
hospitals should be prevented rather than 
treated. However, in spite of fairly intensive 
efforts to that end, the complexity of factors 
which promote hospital infection makes it un- 
likely that satisfactory control will be achieved 
in many instances. Thus, continued attention 
will have to be given to effective means of 
treating these infections, which threaten to nul- 
lify many splendid efforts in medical and sur- 
gical management of hospitalized patients. 
There is no evidence that the basic host- 
parasite relationship in staphylococcal infection 
has been altered as a result of the emergence 
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of drug resistance. There is probably no direct 
increased ‘virulence’ of these organisms except 
through enhanced host susceptibility. Thus the 
principles of treatment which have been found 
valid in preantibiotic days should still apply. In 
localized processes the application of rest, 
warmth, and, above all, adequate drainage is as 
important and effective today as it was 20 
years ago. A more complex problem is pre- 
sented by infections which are widely dissemi- 
nated in patients with impaired host resistance, 
particularly the elderly, the chronically ill, or 
the person subjected to major surgical pro- 
cedures. These people often seem incapable of 
localizing and eliminating the infectious organ- 
isms through their own defenses, even when 
bacterial multiplication may be inhibited by 
antimicrobial drugs. Thus it appears desirable 
to employ bactericidal drugs or combinations 
in these situations and to ensure that the drug 
or drugs reach all sites involved in the infec- 
tious process in adequate concentration. Our 
approach to treatment attempts to utilize these 
principles. 

When dealing with hospital-acquired staphy- 
lococcal infections the following points deserve 
particular mention: 

a) There is a sharp dichotomy of opinion 
regarding the use of penicillin in the treatment 
of penicillin-resistant staphylococcal infections. 
Fisher et al. felt that penicillin in massive doses 
should be used ‘irrespective of the results of in 
vitro sensitivity tests.’ Petersdorf et al. also 
recommended 20,000,000 to 40,000,000 units 
of penicillin daily and stated that over one-half 
of the staphylococcal strains examined at The 
Johns Hopkins Hospital were inhibited by 50 
units of penicillin in vitro. Conversely, Finland 
indicated, ‘I have not found penicillin in any 
feasible dosage to be of any value alone or when 
combined with other antibiotics in micrococcic 
infections when the organism is moderately or 
highly resistant.” Our own experience has been 
intermediate between these extremes. In a large 
majority of patients infected with staphylococci 
which were not inhibited in the test tube by 10 
units per milliliter of penicillin (inoculum 10° 
organisms) the administration of that drug 
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alone in doses up to 100,000,000 units daily 
has not, during the past five years, resulted in 
eradication of the infection. Occasional tran- 
sient beneficial effects were readily explained 
by the fact that in vitro tests often estimate only 
the highest level of resistance in a microbial 
population, representing perhaps only very few 
members of that population. In other words, a 
given level of penicillin may be able to kill 
98% of the staphylococcal population, permit- 
ting the growth of only 2%. If complete eradi- 
cation is necessary for cure then this level of 
penicillin can be expected to fail, but if tem- 
porary suppression of bacteria is sufficient then 
it might succeed (see below). 

On the other hand, we have demonstrated 
in occasional penicillin-resistant staphylococci 
definite potentiation of drug action between 
penicillin and some other agent. Such drug 
pairs exhibited striking bactericidal activity in 
vitro, although neither drug alone was suffi- 
ciently inhibitory in the concentration em- 
ployed. This type of combined antibiotic action 
may be based on the inhibition of penicillinase 
production by the presence of another drug, as 
suggested by Chandler. It should be noted that 
most patients treated by Fisher or Petersdorf 
received other drugs in addition to large doses 
of penicillin, and so a similar mode of action 
could be postulated. In our hands, such a de- 
sirable combined-drug effect between penicillin 
and other agents was observed only infrequently 
in the laboratory and equally infrequently in 
patients suffering from infections with penicil- 
linase-producing staphylococci. 

b) We have observed the rapid emergence 
of drug-resistant variants in patients with sys- 
temic staphylococcal infection who were treated 
with erythromycin, streptomycin, or novobiocin 
alone. We therefore do not employ these drugs 
singly but use them in combination with a sec- 
ond drug which has probable or proven activity 
against the infecting organism. In order further 
to diminish the problem of emerging drug re- 
sistance, novobiocin has been restricted since 
June, 1956, in the University of California Hos- 
pitals. It has been administered in the course 
of two years to only 37 patients with serious 
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staphylococcal infections, and the ‘hospital 
staphylococci’ of our institution remain sensi- 
tive to that drug. Several other hospitals in 
the area have instituted similar drug restric- 
tions, which almost certainly benefit the com- 
munity. 

c) Because of their toxic potentialities baci- 
tracin and neomycin have been employed only 
to a very limited extent in medical practice. 
As a result, microbial resistance to these drugs 
has not developed on a large scale. It is gen- 
erally accepted that they should be employed 
parenterally with restraint and only after an 
etiologic diagnosis of infection due to a sus- 
ceptible microorganism. However, in properly 
selected cases and in a suitable dose and route, 
these drugs may be of unique value in staphy- 
lococcal infections resistant to the more com- 
monly used and more widely abused antibiotics. 
The physician must constantly weigh the risks 
inherent in the use of these drugs in a particular 
patient against the risk of death because the 
drug was not employed to control infection. 

With familiarity these admittedly toxic agents 
lose some of their terror. Thus one becomes 
accustomed to the proteinuria and hematuria, 
which regularly occur during bacitracin treat- 
ment, in the knowledge that these disappear 
soon after the drug is discontinued and at times 
even sooner. Conversely, one becomes alert to 
any rise in nitrogen retention in patients receiv- 
ing bacitracin, because this sign often heralds 
more serious nephrotoxicity. We have em- 
ployed bacitracin and neomycin only when lab- 
oratory results indicated resistance of the 
staphylococci to other, less toxic, antibiotics 
and susceptibility to these toxic drugs either 
alone or more commonly in combination with 
other drugs. 

Sometimes it is possible to obtain the benefit 
of bacitracin or neomycin in combination with 
other agents without the risk of toxicity. This 
can be accomplished only by introducing baci- 
tracin or neomycin topically, in relatively high 
concentration, into a joint, abscess cavity, or 
pleural space and administering the other mem- 
ber of the desirable drug pair systemically. 
Bacitracin and neomycin diffuse to a certain 
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extent into the limiting structure and there meet 
the systemically distributed other antibiotic, re- 
sulting in the desired combined effect in those 
tissues where infection is particularly difficult 
to eradicate. Yet the systemic levels of baci- 
tracin or neomycin remain too low to give rise 
to significant toxic side-effects. 

d) Most investigators agree that in the treat- 
ment of serious systemic infections by drug- 
resistant staphylococci treatment with two or 
more drugs is mandatory. There is, however, 
no agreement as to the optimal method of se- 
lecting such drug combinations. Undoubtedly, 
recent experience with the treatment of similar 
infection in a given hospital will influence the 
selection. 

This initial selection of several drugs is of 
vital importance for prompt treatment, a most 
urgent requirement for optimal response. This 
initial drug selection is subsequently modified 
according to the results of laboratory tests. 

The ability of various single drugs to inhibit 
the etiologic organism in vitro as revealed by 
the ‘disk test’ can often serve as a guide. In ad- 
dition, we feel strongly that a test which evalu- 
ates the effect of drug combinations on a bac- 
terial population can be of great assistance. The 
test employed in our laboratory estimates semi- 
quantitatively both prolonged inhibition of 
growth and bactericidal effects. In some in- 
stances the results of this test only confirm the 
selection of drugs on the basis of ‘disk tests,” 
i.e., the combined effect appears to be only a 
summation of apparent single-drug effects. In 
other instances, however, the combined-anti- 
biotic sensitivity test yields information beyond 
that obtainable by tests with single drugs. In 
particular it indicates whether one drug might 
markedly enhance the bactericidal effect of an- 
other or whether it might delay the emergence 
of variants resistant to the other drug. Exten- 
sive experiments reviewed elsewhere have 
proved that either of these effects can occur 
with a drug concentration far below that which 
has definite antibacterial action by itself. Some 
of the cases presented in this report indicate 
that repeated selection of drugs by ‘disk test’ 
failed, whereas the combined-antibiotic sensitiv- 
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ity test revealed information which led to cure. 
Admittedly, the results of any combined-anti- 
biotic sensitivity test must be judiciously inter- 
preted and integrated with clinical experience. 
This test does not lend itself to a ‘routine lab- 
oratory’ but can be very valuable in qualified 
hands.” 
ERNEST JAWETZ 
A.M.A. Arch. Int. Med. (1959) 


Vol. 103, No. 2, Pp. 304-307. 


Clinical Trials 

“The lot of the medical statistician is a hard 
one, and there must be not a few who are re- 
gretting the missionary zeal which persuaded 
them to forsake their scientific ivory towers and 
participate in the campaign to convert the art 
of medicine into the science of medicine. The 
very success of the controlled clinical trial so 
brilliantly evolved by Professor Bradford Hill 
is proving an embarrassment as the intemper- 
ate clinician attempts to force the imponder- 
ables of medicine into the straight-jacket of 
statistical control. Fortunately, the thoughtful 
clinicians in our midst have always been aware 
of the limitations of statistics—particularly in 
the field of therapeutics—and there are good 
grounds for hope that a sense of balance may 
be regained before too many absurdities are 
perpetrated under the guise of ‘controlled clini- 
cal trials.’ 

In a thoughtful and provocative lecture on 
‘The psychology of clinical trials,’ published in 
full in The Pharmaceutical Journal (1959, 
182:5, 23), Professor Alexander Kennedy, pro- 
fessor of psychiatry in the University of Edin- 
burgh, has drawn attention to the pitfalls that 
await the unwary and has outlined how these 
can be avoided and how the skills of the statis- 
tician can be used to the best advantage. As 
he rightly points out, ‘there is at present an 
uneasiness, among physicians at least, that in 
spite of the clarity of experimental design and 
of mathematical proof that statistics has 
brought, its telescopic view of the trees may be 
depriving them of that necessary view of the 
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therapeutic wood which comes from a devel- 
oped clinical intuition.’ Although he is refer- 
ring primarily to his own specialty, he picks 
out the salient criticism of the present tendency 
when he says that ‘the search for simple objec- 
tive measures of change and criteria of improve- 
ment which can be expressed in figures has led 
in some instances to an unrealistic use of part- 
functions which are not reliable indices of the 
adaptive capacity of the patient as a whole.’ 
The effort of thinking, as Professor Kennedy 
notes, is ‘more painful than the operation of 
computers, but it is some hard thinking that is 
required of clinicians if they and their patients 
are to receive the fullest possible benefits from 
the use of medical statistics.” 

EDITORIAL 


The Practitioner (London) (1959) Vol. 182, Pp. 144-45. 


Clinical Observations of Suicide 


“Suicidal attempts, as distinct from suicidal 
gestures, occur in the course of serious mental 
illness and should be taken as an indication of 
a grave psychiatric disorder. The actual attempt 
usually comes at a time of acute exacerbation 
in a recurring highly important interpersonal 
conflict. The suicidal attempt represents and 
expresses a variety of internalized forces. Hos- 
tile destructive forces are self-directed in an 
overwhelming storm of rage and frustration. 
Additional motivation of great importance is 
the wish to die, in the attempt to gratify the 
hostile wishes, expressed or implied, of another 
person who is playing a crucial role in the pa- 
tient’s intrapsychic conflicts. Implicit in this 
manoeuvre is the hope for acceptance and for- 
giveness. Indeed, when one compares the two 
clinical groups, whose patients seem approxi- 
mately equally ill, the decisive factor making 
for the successful suicide appears to be the non- 
verbal command, consent or collusion that is 
reached between the patient and the person 
most involved in the psychic struggle, for sui- 
cide to become the final solution to the prob- 
lem. Clinically the intensity of the wish to die 
appears to be the decisive factor, and the final 
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outcome rests on a summation effect of envir- 
onmental forces facilitating this wish. This is 
reminiscent of the Japanese suicide, which is 
culturally demanded as the best solution to re- 
deem ‘loss of face.’ 

These observations may be helpful in distin- 
guishing the suicidal patient who can be car- 
ried as a ‘calculated risk’ from the one whose 
acting out is inevitable. It also indicates the 
importance of early assessment of the patient's 
environment to evaluate the constructive and 
destructive forces with which the patient must 
cope. This material suggests that protective 
removal of the severely ill patient from a hos- 
tile and destructive environment can be a life- 
saving measure. However, it must also be un- 
derstood that the struggle to the death between 
the sick patient and his often sick environment 
will precisely make it impossible for the thera- 
pist to alter the course of events for the pa- 
tient in some cases. It then remains a personal 
matter for the therapist to decide whether or 
not he will withdraw from the case rather than 
continue as a helpless spectator. 

The particular method for suicide is a matter 
of much interest in considering the whole prob- 
lem of suicide, but observations on this matter 
are not to be included for discussion at this 
time. However, I would expect that study of 
this area would be well worth while.” 
M. STRAKER 
The Canadian Medical Association Journal (1958) 

Vol. 76, No. 6. Pp. 478-79. 


The Contribution That Might Be Made 
by the Pediatrician and the General 
Practitioner to the Management of 
Delinquency 

“The principles involved in the management 

of delinquency include: 

1. Breaking into the vicious circle of de- 
linquency-anxiety-more delinquency by 
work with the parents and the child. 

2. Improving the psychological environment 
by improving parental attitudes. 

3. Recognizing any handicaps and arranging 


suitable remedial programs. 

4. Relieving symptomatically severe anxiety 
or hyperkinesis. 

. A management program: contacting sig- 
nificant people in child life outside the 
home to arrange suitable free time activi- 
ties, and give suitable support. 

6. Considering alternative placement of the 
child if environmental difficulties cannot 
be relieved. 

7. Psychotherapy for the child ranging from 
suggestion, advice and rapport therapy to 
more specialized psychotherapy. If more 
is required than can be undertaken by the 
general practitioner, then the child should 
be referred to a pediatrician or psychi- 
atrist who is interested in treating chil- 
dren with behavior problems, or to a child 
guidance clinic. 

It is characteristic of delinquency that, in 
varying degrees, medical, psychological and so- 
cial factors operate. For this reason a number 
of different people become involved in the man- 
agement. It is appropriate that they should 
work together in a team. The physician, if he 
knows the family well, may be in a good posi- 
tion to lead the team.” 


ALAN JENNINGS 
The Med. J. of Australia (1959) 
Vol. 1, No. 5, p. 147. 


Nylon Hair-Net Dermatitis 


“The rash produced by sensitivity to nylon 
hair-nets so closely resembles one of constitu- 
tional origin that several of our cases were in- 
correctly diagnosed when first seen. In spite 
of increased experience we cannot always dis- 
tinguish the two conditions by clinical examina- 
tion alone, and it is essential that every patient 
presenting an eczematous rash of this pattern 
should be asked if she wears a nylon hair-net. 
If she does so, she should be patch-tested 
against it. The fact that a patient can wear 
nylon stockings with impunity does not neces- 
sarily invalidate the diagnosis, as many of our 
patients were able to wear nylon stockings with- 
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out getting a rash. Even those who did develop 
a stocking dermatitis did not do so until several 
months after the onset of their hair-net der- 
matitis. 

One of our cases was sensitive to the rubber 
band, while the remainder gave positive patch 
tests to the material of their hair-nets. When 
tested against a routine batch of azodyes used 
for dyeing stockings, they gave positive re- 
actions, usually to the yellow or red, but occa- 
sionally to the blue dye. Although we were 
unable to obtain the actual dyes used on the 
nets, we consider that hair-net dermatitis results 
from sensitivity to the dye in the majority of 
cases. When the nylon net was discarded, even 
if replaced by a silk or hair one, the rash 
cleared. The skin returned to normal after an 
interval varying from a few weeks to several 
months.” 

C. D. CALNAN, R. H. MARTEN and 
HAROLD T. H. WILSON, M.D. 


British Medical Journal (1958) 
No. 5095, P. 545. 


Meprobamate Addiction 


“Meprobamate has been accepted as a medi- 
cation for many conditions marked by tension 
and anxiety. It is relatively nontoxic, but toxic 
reactions have occurred. At least one death 
has been reported. 

Toxic reactions have included chiefly mild 
to severe skin reactions and mild to severe 
psychic reactions. 

Addiction to meprobamate, though infre- 
quently reported, is a very real possibility and 
deserves increased concern. 

A case of meprobamate addiction with ob- 
vious tolerance, dependence and severe with- 
drawal symptoms is described. 

Meprobamate should be prescribed with ex- 
tra caution to any patient with a history of al- 
coholism or other addiction. 

When addiction to meprobamate is sus- 
pected, gradual and controlled withdrawal from 
the medication is probably the treatment of 
choice.” 


ROBERT C. MOHR and BEVERLY T. MEAD 
The New England Journal of Medicine (1958) 
Vol. 258, No. 18, P. 287. 
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Fatal Reaction Following the 
Ingestion of Meprobamate 
“A case is presented of severe purpuric and 
bullous dermatitis, accompanied by widespread 
systemic involvement, and terminating in death. 
This illness occurred shortly after the ingestion 
of several tablets of Meprolone-2 (2 mg. of 
prednisolone, 200 mg. of meprobamate, and 
200 mg. of dried aluminum hydroxide gel). 
For reasons discussed above, we feel that this 
case very likely represents a fatal reaction to 
meprobamate.” 
E. VICTOR ADLIN, M.D., PAUL B. SHER, M.D. 
and NATHANIEL G. BERK, M.D. 


A.M.A. Archives of Internal Medicine (1958) 
Vol. 102, No. 3, P. 488. 


Radioactive Rose Bengal in the 
Study of Liver Disease 

“1. Radioactive rose bengal test as a meas- 
ure of liver function is safe, feasible, and prac- 
tical in the differential study of jaundice as well 
as of liver function. 

2. Peak radioactivity over the liver occurs 
within 45 to 90 minutes after injection and is 
characteristic for the normal as contrasted with 
the abnormal; however, with this determina- 
tion alone it was not possible to differentiate 
hepatitis from stone, nor cirrhosis from car- 
cinomatous obstruction. Twenty-four hours 
later such a differentiation was possible. 

3. Liver uptake rate (concentration divided 
by time to attain peak levels) showed a greater 
difference in the immediate determinations be- 
tween normal and abnormal; cases of hepatitis 
and stone could be separated but not cases of 
cirrhosis and carcinoma. Six and 24 hours 
later, all groups could be easily distinguished. 

4. The blood level determination of the iso- 
tope represents the mirror image of the con- 
centration in the liver or the liver uptake rate. 

5. In a correlation of certain liver function 
tests with liver uptake rate and blood counts, 
it appears that radioactive rose bengal tests 
both polygonal cell function and biliary pat- 
ency. Significant correlations were obtained 
more often in total cases than in individual 
diagnostic groups; in the latter there were not 
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significant differences between function tests 
and liver uptake and blood levels or vice versa. 
6. It is most important that liver and blood 
radioactivity levels be studied simultaneously 
and repeated at the end of 24 hours if the test 
is to have maximum clinical usefulness. 
7. Further use of the test to measure liver 
cell mass and liver blood volume is proposed.” 
CARL H. LUM, WILLIAM J. MARSHALL, 
DONALD D. KOZOLL, KARL A. MEYER 
Annals of Surgery (1959), Vol. 149, No. 3, Pp. 366-67. 


Clinical Experiences in the 
Treatment of Hyperthyroidism 


Radioiodine “From 1949 through the first 
six months of 1957, 210 patients with hyper- 
thyroidism were treated with radioiodine (I- 
131). The quantity of radioiodine given to in- 
dividual patients varied from 2.5 millicuries to 
69.5 millicuries; 127 patients (60 percent) re- 
quired less than 9.0 millicuries. Multiple doses 
were administered in 85 patients. 

One hundred and seventy-eight patients re- 
covered and 12 definitely improved. Chief 
complication was the development of perma- 
nent hypothyroidism in 24 patients. One pa- 
tient developed mild exophthalmos following 
treatment with radioiodine; two had progres- 
sion of exophthalmos during therapy. No in- 
stance of thyroid cancer, leukemia, or hypo- 
parathyroidism has occurred. One thyrotoxic 
patient with angina pectoris died of an acute 
myocardial infarction 11 days after a single 
dose of radioiodine.” 

WORTH B. DANIELS, PR. 


Antithyroid Drugs “Hyperthyroidism can 
regularly be controlled by the administration 
of antithyroid drugs. During the period 1946 
through 1956, a total of 287 patients with 
hyperthyroidism were treated in this way by 
the endocrine group at The Johns Hopkins 
Hospital. Of these, 79 patients have completed 
a course of long-term antithyroid drug therapy 
and have remained under observation for at 
least thirty months after cessation of medica- 
tion. 
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Of these 79 patients, 36 (46 percent) re- 
mained in remission for at least thirty months 
after cessation of medication. Of the 43 pa- 
tients who had a recurrence of hyperthyroidism, 
15 were given a second course of therapy. In 
this group 8 patients remained cuthyroid at 
thirty months after withdrawal of the drug. 

Most of the recurrences of hyperthyroidism 
were noted within the first few months after 
withdrawal of the drug. However, a few of 
the patients had the onset of their recurrences 
up to six years after cessation of therapy. 

The data were analyzed to determine what 
factors had prognostic significance regarding 
the success of a course of therapy with anti- 
thyroid drugs. The following factors were found 
to be of no significance: age, race, sex, initial 
size of goiter, duration of therapy, and rapidity 
of response to therapy. In contrast, a decrease 
in the size of the gland during the course of 
therapy or the presence of a small gland at 
the end of therapy (12 times normal size or 
ress) were found to increase the likelihood of 
a long-term remission.” 

ROBERT B. KATIMS 


Surgery “During the twelve year period 
1946 through 1957 three hundred and seven 
operations for toxic goiter were performed at 
The Johns Hopkins Hospital. In 1952 and 
1953 the number of operations performed an- 
nually was 36 and 32 respectively. In sub- 
sequent years the number of operations done 
each year diminished to about 20 to 25. The 
number of patients treated with radioiodine in- 
creased somewhat in recent years. The num- 
ber of patients treated annually with ablative 
therapy (that is, either subtotal thyroidectomy 
or radioiodine) has remained at about 50. 

Of the 307 patients, 19 were treated pre- 
operatively with thiouracil and iodine, 212 with 
propylthiouracil and iodine, 20 with methi- 
mazole and iodine and one with neomercazole 
and iodine. Also 9 patients, most of whom 
were known to be sensitive to iodine, were given 
only propylthiouracil preoperatively. Thirty- 
nine received only iodine, as potassium iodine 
or Lugol's solution. Four had no preoperative 
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antithyroid drug treatment. Of the remaining 
three patients, one was in remission following 
radioiodine therapy and two following long- 
term antithyroid drug treatment; in each a per- 
sistent nodular goiter was removed. 

No patient died either during the operation 
or as a direct consequence of it. Only six seri- 
ous complications resulted, an incidence of two 
percent; there were four patients with perma- 
ment hypothyroidism and two with permanent 
bilateral vocal cord paralysis. In all, however, 
an additional 26 patients had transient hypo- 
parathyroidism and nine unilateral vocal cord 
paralysis, some transient and some permanent. 
Also, seven patients had a recurrence of hyper- 
thyroidism following operation and 12 devel- 
oped myxedema. Hematoma of the wound oc- 
curred in 12 patients. The overall morbidity 
rate was 23.5 percent. 

The data show that surgery remains an ef- 
fective and safe methods of treatment of toxic 


goiter.” 


SAMUEL P. ASPER, JR. 
Abstracts of Papers Presented Before the Meeting 
of the Johns Hopkins Med. Soc., October 13, 1958. 


Comparative Effect of Phenaglycodol, 
Meprobamate, and a Placebo 
on the Irritable Colon 

“1. In a double-blind study, groups of 45 
patients with irritable colon were given 300 
mg. phenagylcodol, 400 mg. meprobamate, and 
a placebo. The patients were chosen at 
random. 

2. In the dosages employed there was no 
significant difference clinically or statistically 
between phenaglycodol and meprobamate, al- 
though the activity of both agents was definitely 
superior to the placebo. 

3. Side effects were more common in pa- 
tients using the placebo than in patients using 
phenaglycodol and meprobamate. 

4. Mild tranquilizers like phenaglycodol and 
meprobamate constitute useful temporary ad- 
juncts for relief of tension in irritable colon.” 


ANTHONY M. KASICH, 

HARRY D. FEIN, 

JAY W. MILLER 

The Am. J. of Digestive Diseases (1959) 
Vol. 4, No. 3, Pp. 233-34. 


CLINI-CLIPPING 


Diagrammatic drawing showing exposure 
obtained by interlaminar approach (A) 
and by hemilaminectomy approach (B) 
in surgery on the intervertebral disc (after 


Armstrong). 
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The supposedly complex technical side of photography 
has scared off many would-be shutterbugs. 


Throwing 


out the hokus-pokus, the author states the necessary 
fundamentals and lists low cost equipment that will 


: ten years ago, in testing 
out a camera acquired a few days before, I took 
some pictures of a patient in the surgical de- 
partment affiliated with my medical school in 
Calcutta, India. 

Later, one of my professors published a text- 
book on clinical methods in surgery. One of 
my photographs was included in the book. 

From then on over the years, photography 
has been my hobby; gradually becoming more 
and more important to me. At the present time 
I take at least three dozen color pictures a 
month. 

Accurate records, essential to any science, 
are indispensable in any branch of medicine. 
And since the photographic records has become 
an integral element of record-keeping, the im- 
portance of photography in medicine needs little 
discussion. In a recent sectional meeting of the 
American College of Surgeons held in New 
York, at least three out of every four papers 
presented (that I had an opportunity of listen- 
ing to) were accompanied by lantern slides. 

Even if you are not interested in any par- 
ticular subdivision of the medical hierarchy, 
there are frequent occasions where a clinical 
photograph is of value. 
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get you going in a simple but rewarding hobby. 


How to Take 
Good Clinical Photos 


RANES CHAKRAVORTY, MBBS 


A visual record can be of great help in re- 
cording the unusual lesion, tracing the progress 
of a disease and its control by therapeutic meas- 
ures; recording, evaluating and assessing the 
success of surgical operations, and for the clear 
and accurate presentation of newer technics 
in any field. 


Costs 

Even if clinical photography is to be just a 
hobby, a personal, properly-indexed collection 
of medical photographs is invaluable. 

Yet, there is a limiting factor. Some physi- 
cians might consider the expenses involved in 
“buying” photos and slides rather high. The 
charge for a lantern slide made by your hos- 
pital photographic department can be a deter- 
rent to ordering as many pictures as one wants 
to be taken. And too, a photograph taken by 
someone else might not show exactly the fea- 
ture that you are interested in. 

Finally, hospital photographic departments 
usually work on a strict time schedule; when 
you want a photograph taken at an odd time or 
in a hurry, the necessary facilities might not 
be available. 

For all these reasons, I believe you will find 


MEDICAL TIMES 


7 
| 
| 


that a hobby of clinical photography has many 
advantages. 


Process 


The English physicist and mathematician, 
Sylvanus Thompson, once wrote: “What one 
fool has done, another fool can do!” This was 
with regard to the mathematics of calculus. 
The same thing applies to medical photography 
as well as to many other fields of human activ- 
ity. You do not have to be an artist, a genius, 
a plutocrat or a combination of the three for 
effective clinical photography. 

This is not to say that some special tech- 
niques of photography don’t require above 
average skill. Presumably, a closeup shot of a 
hummingbird’s wing in motion takes quite a 
bit of doing. But even the best professional 
photographers who happen to be ignorant of 
the habits and haunts of hummingbirds would 
be hard put to get this shot without quite a bit 
of preparation, trial and error. 

However, you are in medicine. You know 
what you want to photograph and why. The 
how is simply a matter of learning a series of 
rather simple techniques based on definite and 
measurable values—such as light, color, dis- 
tance, depth of field, shutter speed, aperture 
and camera angle. 

During the past few months I have helped 
three physicians start photographing patients 
on their own. This required very little knowl- 
edge of the details of the photographic process 
on my part—or theirs. We are all busy, yet, 
I believe many of you would derive as much 
pleasure and profit as we are currently getting 
from our hobby. 


Tools 


It does not need a great deal of understand- 
ing of photographic optics or chemistry for 
good clinical pictures. After all, how many of 
us who drive cars can take an engine apart 
or discuss the theoretical principles of the heat 
engine? 

However, it is important to have a working 
knowledge of the tools involved in taking pic- 
tures. Therefore, included here is a brief dis- 
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Basic assembly for medical pho- 
tography. Camera, 35 mm., on 
light bar: exposure meter and 
booster (between the two photo- 
flood lamps), extension tube set, 
separated into three components, 
and supplementary lens and re- 
taining ring. 


cussion of the fundamental principles involved. 
Experience is a thorough teacher; unless you 
are prepared to try, risking failure a few times, 
you will never become a serious clinical pho- 
tographer—or even a good amateur. 
Beginning with basic mechanisms of the pho- 
tographic process, the theory will be kept to 
bare essentials. In some instances, scientific 
accuracy and exactitude has been sacrificed— 
either because I am somewhat ignorant of the 
details or because I have found a knowledge 
of them nonessential to effective clinical pho- 


tography. 


Image 

Photography consists in exposing a light sen- 
sitive surface (film) to an image of an object. 
Since the photochemical characteristics of the 
film are altered to a predictable degree, the 
image can be made permanent. 

All light, of course, is either absorbed, trans- 
mitted through, refracted or reflected from the 
objects surrounding us. In order to obtain an 
image of an object on film, a light-tight box 
or camera (the Latin word for vault) is used 
having a glass lens system (for focusing) and 
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a light-sensitive, emulsion-coated paper (film) 
situated behind the lens group. 


Focus 


The photographic lens combination is op- 
tically of a positive type. In other words, after 
refraction, the light rays converge to a real 
image behind the lens. This image is “critically 
sharp” at a definite distance behind the lens; 
at any other plane, it is blurred or “out of 
focus.” 

The distance behind the lens at which paral- 
lel light rays, i.e., those emanating from an 
infinitely distant object, come to focus is deter- 
mined by the lens system and is called the focal 
length of the lens. 

As the object is brought nearer to the lens, 
the plane of sharp focus shifts, the distance 
between the lens and this plane increasing. And 
to compensate for varying lens-to-object dis- 
tances, some provision must be made for alter- 
ing the distance between the lens and the photo- 
graphic film. In most cameras this is accom- 
plished by having the lens mounted in a tube 
system with a helical screw. 


Distance 


Markings on the amount indicate the correct 
position of the lens for proper focus of any ob- 
ject according to its distance from the lens. 

The distance of the object from the lens can 
be estimated or measured. A guess is usually 
sufficient when the object is 20 or more feet 
distance. But as this distance is decreased, the 
accuracy of measurement must be increased. 
The focus is most critical in close-up work, and 
a measuring tape is often used. Better cameras 
have either a built-in rangefinder (sometimes 
coupled to the lens), or an optical system by 
which the image as it falls on the film can be 
seen. The latter, a “reflex” type camera either 
has two identical lenses, one for viewing and 
the other for photographing, or a single lens 
which performs both functions with the help 
of a mirror or a prism positioned between the 
lens and the film. 

The single-lens reflex camera is possibly the 
best type for all-purpose clinical photography. 
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Two supplementary lenses on the 
left above. Retaining rings for the 
two lenses on the right above. 
Lens detached from camera body 
in center below. 


As the viewing lens is the same as the “tak- 
ing” lens, problems of parallax which can cause 
serious errors in close-up photography, do not 
arise. Focusing is accurate with this system 
since the image is seen exactly as it will appear 
on the film. Finally, additional equipment such 
as telephoto lenses, supplementary lenses, ex- 
tension tubes (to be discussed later) can be 
used on the single lens reflex camera without 
need for special viewers. 


Controlled Variables 


The photochemical process on the film is re- 
lated to the intensity or brightness of light fall- 
ing upon it and to the duration of exposure to 
the light. Thus image gradation from black to 
white (transparent on the negative), can be 
controlled at the camera by varying the volume 
of light passing through the lens, or by varying 
the time during which the film is exposed to the 
light. Another controllable variable: character- 
istics of various films are not the same; and film 
sensitivity or “speed” is the third determinant 
of the image or negative. 

Since these variables can be controlled, pho- 
tographs can be taken under a wide range of 
circumstances. 

The photosensitivity of a film is measured 
under standard conditions, the result expressed 
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in various ways. At least six methods are in 
popular use, the common procedure in the 
United States being in accordance with the rec- 
ommendations of the American Standards As- 
sociation. A number (ASA rating), specific 
for each type of film, can be found on the 
manufacturer’s instruction sheet supplied with 
the film. 

The possible range or “latitude” of film sen- 
sitivity is quite wide, and black-and-white films 
are available with ratings which reflect this 
range. (There is a linear relationship between 
films of different speeds. In other words, a film 
with an ASA 200 speed rating needs 1/10th 
the exposure time of a film with an ASA 20 
speed rating used for the same object under 
the same conditions. ) 


Shutter Speed 


The duration of exposure of the film to light 
reflected from the object to be photographed 
is controlled by the shutter. This mechanism is 
placed either between or just behind the lens 
elements, or immediately in front of the film 
(with focal plane shutter). 

Shutter speed can be adjusted as desired by 
rotating a disc or moving a pointer situated 
near the lens mount. 

On the shutter-speed disc the numerator of 
fractions is usually omitted and hence 25 means 
1/25 second, 10 means 1/10 second, etc. The 
faster shutter speeds, above 1/100 second, are 
seldom used in clinical photography. In my 
opinion it is essential to choose a camera hav- 
ing the slower shutter speeds of 1/5, 1/2 and 
1 second. 

For cameras without provision for directly 
setting the shutter at slower speeds, accessories 
are available which can be added to allow 
longer exposures. 

Most shutters have two markings: B and T 
(or Z). The former is for normal exposures 
of fractions of seconds, the latter for longer 
exposures up to any time determined by the 
operator. 

For the average person, 1/25 of a second is 
about the slowest exposure that can be used 
effectively with the camera held in hand. For 


(VOL. 87, NO. 9) SEPTEMBER 1959 


Using an exposure meter to judge 
exposure needed for copying a 
radiography. 


longer exposures it is wise to have a camera 
mounted on a tripod or resting on a firm 
surface. 


Volume 

In addition to controlling the time that the 
shutter remains open, most cameras have a pro- 
vision for regulating the volume of light passing 


through. This is by means of an iris diaphragm 
similar to those found on microscope con- 
densing lens systems. 

The opening in the diaphragm can be ad- 
justed within certain limits depending upon the 
type of the lens. 

The size of the beam of light entering the 
camera is expressed by the synonymous terms 
aperture, relative aperture, stop, f/value or 
f/number. 

This number is obtained by dividing the fo- 
cal length of the lens by the diameter of the 
diaphragm opening. Thus if a 50 mm. (a focal 
length that is standard on most 35 mm. cam- 
eras) lens has a 25 mm. diaphragm opening, 
the f/value of the opening is 2. If we “stop 
down” or close the diaphragm to 10 mm. di- 
ameter, the “stop” or f/value is 5. 

Note that the smaller the diaphragm open- 
ing, the larger the f/value numerically. Or, ex- 
pressed in terms of the f/numbers, the greater 
the number, the smaller the size of the opening 
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(lessening the amount of light permitted to fall 
on the film). 

Usually the diaphragm of a 35 mm. camera 
can be set at standard “stops” as follows: f/2, 
£/2.8, £/4, £/5.6, £/8, f/11 and £/16. This 
progression is standard because each stop, 
working down in numbers, is so calculated as to 
double the amount of light admitted over the 
next higher f/number. 

For example, twice as much light is ad- 
mitted at f/2 as at f/2.8. 


Flexibility 

Not to belabor the point, but complete 
familiarity with shutter speed and aperture is 
the most important acquision the would-be 
shutterbug can make. Though it takes only a 
few minutes of concentrated effort to memor- 
ize the relative values of the numerical series 
involved, there is no other technical informa- 
tion in photography that is used as often by 
the photographer. 

Since the shutter speed of a camera regu- 
lates the length of time that light is permitted 
to fall on the film, by varying both the shutter 
speed and the aperture we can adapt our cam- 
era for use under a wide range of conditions. 

To understand this flexibility, keep this in 
mind: Shutter speed and aperture are directly 
proportional to one another. For example, 
shutter speed could be doubled, the aperture 
decreased by half, and the volume of light 
reaching the film surface would remain un- 
changed. 

Or, to state it another way, doubling the 
amount of time, from say 1/200 second to 
1/100 second, has the same effect on the image 
imprinted on the film as doubling the aperture. 
Thus an exposure of 1/200 second at f/2 is 
equal to 1/100 second at f/2.8 and 1/50 at 
f/4 and 1/25 second at f/5.6. 

Camera experts agree that this basic prin- 
ciple of camera operation has probably scared 
more people away from photography than has 
any other element of picture-taking. 

Is it that difficult? No. But it does take a few 
minutes of study to get it clearly established in 
mind. 


A simple example of the need for such flexi- 
bility in control of both time and quantity of 
light would be the example of a boy on a 
bicycle. To photograph the boy standing by his 
bicycle, any one of the previously-mentioned 
exposures might be used (according to the film 
and light conditions). However, with the same 
film, the same camera, but with the boy now 
riding at full speed past the camera, the photog- 
rapher would be required to use the fastest 
shutter speed (1/200 second at f/2). The fast 
shutter speed is required to prevent blurring of 
the picture. 

In other words, what is desired is a nearly 
instantaneous image of the boy, “stopping” 
his action for the photograph. 

Similarly, in a darkened room, one would be 
required to open the diaphragm and reduce the 
shutter speed, thus combining both elements 
that increase the total exposure of the film to 
an image. 

Fortunately, clinical photography does not re- 
quire the maximum in versatility of camera 
equipment. A camera which can provide an 
aperture of f/3.5 or f/2.8 is generally adequate. 
There is one final technical point concerning 
the aperture. With any lens there is a certain 
latitude in focusing. In other words, if you focus 
a lens for an object 15 feet distant, the sharp- 
ness of the image will be maximum at that dis- 
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tance and will gradually diminish on both sides 
of that plane. However, critical sharpness (suffi- 
cient for general purposes) will be present for 
some distance less than the 15 feet and for 
a distance somewhat greater than 15 feet. 

Sharpness of focusing implies the represen- 
tation of a point on the object as a point on 
the film. This occurs on the focal plane (where 
the film is located). As mentioned, at planes 
in front of and behind the focal plane, a point 
on the object would be blurred or “out of 
focus.” 

The distance between the nearest and the 
farthest points of effective focusing is termed 
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Far left, enlarged axil- 
lary nodes in a man 
with lesion in neck. Left, 
close-up view of lesion 
in right supra-clavicu- 
lar area with a +3 
supplementary lens. 
This lesion histologic- 
ally was an intraepider- 
mal malignant mela- 
noma. 


the “depth of focus” or the depth of field. The 
shorter the focal length of the lens, the greater 
the depth of field. 

Also, the depth of field for the same lens 
varies with the aperture setting. The higher 
the numerical aperture (the smaller the size 
of the diaphragm opening), the greater the 
depth of field. Thus a setting of f/8 would 
offer a greater depth of field than £/5.6. 

The depth of field is also dependent upon 
the object to camera distance. The depth of 
sharp focus at 15 feet is considerably less than 
at 45 feet. 

A depth of field scale is sometimes marked 


Copy of a photograph attached to the chart. 
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on the lens mount, and in a single-lens reflex 
system, you can see this depth of sharp focus 
on the viewing screen. 

This property of differential focusing is of 
considerable practical importance in clinical 
photography. Often, pictures must be taken in 
places where there is a confusing background. 
Under such conditions, opening the diaphragm 
wide will help blur the background and make 
it less obtrusive. Thus, you can select the areas 
to be “in focus” and deliberately throw other 
areas out of focus. 

Where maximum detail of an irregular sur- 
face is desired, for example a mucosal lesion 
in the buccal cavity, it is wiser to use as small 
a diaphragm opening as is practicable. 


Practice 


In effect, aperture and shutter speed are a 
synergistic and symbiotic pair. Proper control 
of these, together with an intelligent selection 
of the film, is the basic key to effective clinical 
photography. 

Technically speaking, that’s all there is to it. 
Once you understand the relationships decribed 
(and this does require study and concentration, 
of course), you need only pick out your camera 
and start practicing. Soon, the control of the 
shutter, aperture, and depth of field become 
automatic. 


Equipment 

Those of you who have a general under- 
standing of the preceding material are, I feel 
fairly sure, seriously interested in the possi- 
bilities of amateur clinical photography. There- 
fore, let’s look at what I believe to be the basic 
and minimum equipment needed for clinical 
picture-taking. 

In any technical field, there are divergent 
opinions on equipment selection. And dis- 
sentient voices will be raised against some of 
my statements; however, I now use a system 
more or less identical to the one to be described 
and have had consistently satisfactory results 
over the past half-dozen years. 

The amateur clinical photographic set-up 
should be as inexpensive as possible. This cri- 
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terion need be modified only by considerations 
of versatility. The system should be planned so 
that the scope of photography can be gradually 
increased, step by step, without major modi- 
fications or discard of equipment. 

My own system grew up more or less like 
a secondary bladder stone around a pre-existing 
nidus. I started out with the camera, over the 


_ years adding pieces of equipment as needed. 


Now I am able to do clinical photography in 
its more complicated aspects such as ultra- 
closeup photography (for surface detail of 
small lesions, etc.), photomicrography, copying 
x-rays and duplicating 35 mm. slides. Actually, 
the equipment I needed for this expansion, in 
addition to its being acquired quite gradually, 
did not consist of many or expensive acces- 
sories. 


Portable, Accurate 


It is important that your camera and acces- 
sories be as portable as possible. During a sin- 
gle day you might have occasion to use the 
camera in the clinic, in the inpatient wards at 
the bedside, in the operating room or in the 
pathology laboratory. So the system should ex- 
clude bulky, heavy or extra delicate compon- 
ents. 

Finally, the equipment should be as accurate 
as possible. Photographic magazines often de- 
tail stories of professional photographers who 
used dozens of exposures to get one or two 
satisfactory negatives. This “spray” or ma- 
chine-gun method of photography is to my 
mind as deplorable as the blunderbuss technique 
of antibiotic therapy. 

In clinical photography we have to have the 
same ideals as Ehrlich with his “therapia steril- 
isans magna.” In other words, plan carefully, 
take one shot, enjoy complete success! 

This is particularly important with color film 
and in clinical situations where the manifesta- 
tions may change rapidly. This, incidentally, is 
also my major excuse for having gone into the 
fundamentals of the photographic process in 
the preceding section—so that some idea of the 
mechanical factors controlling photography can 
be a part of your background for determining 
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the perfect combination of camera settings. 

I believe the camera that best meets our 
particular requirements is a 35 mm. single- 
lens reflex type camera. The size of the film 
makes the material inexpensive (compara- 
tively) and also lessens the bulk of the camera. 
The photography department at our hospital 
charges $4 for each lantern slide (color) 
ordered. My average expense for a 35 mm. 
color transparency is about 18 cents! 

The 35 mm. transparencies when projected 
on a screen compare very well in fidelity of 
reproduction and in projection characteristics 
with the bigger lantern slides. Their small size 
makes storage, handling and transportation 
fairly simple. By the same token they are also 
much less fragile. 

Of the various types of 35 mm. cameras 
available, a single-lens reflex type is preferable 
because, as explained before, parallax is totally 
obviated. Furthermore, for certain types of 
work, additional equipment such as extension 
tubes and supplementary lenses must be used. 
These alter the refractive properties of the lens; 
in non- (single-lens) reflex type cameras, focus- 
ing under such circumstances means either 
buying special finders or using the cumber- 
some, and sometimes impractical method of 
a ground-glass finder on the film plane to 
achieve focus. 

For ultra-closeup photography, extensions 
are used between the lens mount and the 
camera body; for microphotography, the 
camera lens is removed, the eye-piece and the 
objective of the microscope serving as the 
optical system. 

If you plan to include either of these types 
of photography, you must have a camera with 
a detachable, or to be technically more exact, 
an interchangeable lens system in which the 
camera body and the lens mount can be com- 
pletely disassociated and again easily and ex- 
actly reassembled. 

(While the possession of a single-lens re- 
flex, 35 mm. camera with an interchangeable 
lens is a great advantage, practically any cam- 
era can be adapted to take clinical photographs. 
Most cameras can even be adapated to per- 
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Top, barium swallow demonstrating carcinoma 
of the esophagus. This is the closest view obtain- 


able with the unaided camera lens. Bottom, 
further close-up with a +2 supplementary lens. 
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form the more specialized functions. The first 
microphotographs I took were with a 24%” x 
2%” double-lens reflex camera with a non- 
detachable lens.) 


Price Range 

The price range of new 35 mm. cameras 
is from $50 to $400. A good camera can be 
had for around $100. A good used camera 
from a reputable store is usually a bargain 
since the price tag is often much less than 
that of the new model. 

If you plan to buy a used camera it would 
be worth your while to spend a few extra 
dollars and have the lens performance and the 
accuracy of the shutter checked. You might 
also buy some of the accessories described 
below at the same time; these are compara- 
tively inexpensive and are very useful in clinical 
photography. Whether you buy a used or a 
new camera, and whether you buy any of the 
other accessories, a carrying case for the cam- 
era is practically mandatory and should be 
bought with the camera. 


Meter 


If you plan to use color film (and color film 
is very much superior to black and white film 
for clinical purposes) or if you expect to take 
photographs under widely varying light condi- 
tions, an exposure meter or light meter is a 
very worthwhile investment. It is true that with 
a great deal of experience, a near-correct ex- 
posure can often be guessed. However, a rea- 
sonably accurate exposure meter costs between 
$8 and $25, and the saving in film alone (not 
to mention the disappointment of a “missed” 
shot) justifies this additional expense. 

Essentially, an exposure meter is a photo- 
electric cell, connected to a moving coil gal- 
vanometer through a resistance. When light 
falls on the photo-electric cell, a small electric 
charge is produced and this causes a deflection 
of the galvanometer needle. A calibrated dial 
is mounted on the meter face so that the de- 
flection of the needle indicates the combina- 
tions of f/value and shutter speed for correct 
exposure of the film being used. 
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In choosing an exposure meter, select a 
model that has a flat and fairly small head (the 
area which is used to measure the illumination) 
and where the main dial is at right angles to 
the head. This mechanical arrangement is use- 
ful in some types of clinical photography, es- 
pecially in copy work. Also, have your dealer 
check the accuracy of the meter you buy by 
checking the reading against a source of light 
whose strength is known. 


Incident and Reflected 


There are two main ways of using the ex- 
posure meter—by measuring the incident light 
and by measuring the reflected light. Both 
methods are useful and give accurate readings. 
The instruction manual that comes with your 
new exposure meter (unlike a camera, it is 
preferable to buy a meter new) should be care- 
fully and thoroughly studied to determine the 
best way of using it. 


Supplementary Lenses 

Most 35 mm. lenses can be focused down 
to a distance of 18-24 inches. The viewing 
angle of the lens being constant, obviously the 
dimensions of the field covered by the lens will 
depend upon the distance of the object from 
the lens. If the lesion being photographed is 
small, the camera will therefore have to be 
brought closer to the object so that a wide and 
useless expanse of unimportant field is not in- 
cluded and the object itself occupies most of 
the picture area. 

For this purpose supplementary positive 
lenses are used. These are available in various 
strengths, expressed in diopters. In case your 
physical optics has become a bit hazy, a diopter 
is the inverse of the focal length in meters. 
Thus a +1 supplementary lens has a focal 
length of 100 cms; a +3 lens, a focal length of 
33.3 cms, and so on. 

If the camera lens is set at infinity (so that 
parallel incident rays are correctly focused on 
the film) and a supplementary lens placed in 
front of it, the object-to-lens distance for criti- 
cal focusing should be the focal length of the 
supplementary lens. This object-to-lens dis- 
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tance gets proportionately less as the camera 
lens is set at distances closer than infinity. 

A single or combination of supplementary 
lenses can be used for thus diminishing the 
near-point of the camera. In general it is pref- 
erable to avoid multiple supplementary lenses 
if possible, though I have often used two with- 
out significant difficulty. For most purposes a 
+1 and a +3 lens are adequate. 

With supplementary lenses you have to buy 
the retaining rings which are used to hold the 
supplementary lens to the main camera lens. 
These (as also the supplementary lenses, fil- 
ters, etc.) come in various sizes depending 
upon the external diameter of the lens mount. 
Therefore take your camera along when you 
go shopping for the extra lenses so that you are 
assured of a correct fit. 

There are two other pieces of equipment 
which are quite useful but are not needed to 
start out with. The first of these is a tripod. 
This is to steady the camera for taking pictures 
with long exposures (above 1/25th second as 
mentioned before). 

Of the many varieties of tripods available, I 
suggest that you spend a few extra dollars and 
get a model which has a geared center-pole 
with a rotable (technically, “pan and tilt”) 
head on top. Be sure to see that the center- 
pole can be completely removed from the tri- 
pod and then reinserted with the head in a sus- 
pended position. With this type of arrange- 
ment, specimen photography and the copying 
of slides, etc., becomes quite simple since 
focusing can be accomplished by gradually 
cranking the center-pole up or down. Such a 
tripod will cost about $15. 

With the high speed films available today, 
the use of a tripod for routine clinical photog- 
raphy is quite rare. You can therefore safely 
postpone buying a tripod till you are ready to 
go on to the special fields mentioned above. 
For this purpose a wooden copying-box is very 
useful. As a matter of fact, in a pinch, you 
can improvise a copy-box from the cardboard 
cartons in which bottles of intravenous fluids 
are supplied. 

In spite of the fast films, under certain cir- 
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cumstances it is necessary to have some form 
of extra illumination to obtain good photo- 
graphic results. This is particularly true if you 
intend doing bedside photography. 

Many different arrangements may be used, 
from ordinary household bulbs to special equip- 
ment used in studios. In this context let me 
say that I personally dislike flash bulb photog- 
raphy in clinical work. As flash lamps offer 
only a single point source of light, shadows 
are very harsh and contours are often partially 
exaggerated and partially obscured. 


Balance 


The same argument holds true for electronic 
flash equipment. There is, however, one 
notable exception. There is an electronic flash 
unit available which fits on to the rim of the 
camera lens and gives even, circular lighting 
which makes photographing cavities (oral, 
vaginal, etc.) very simple. However, other than 
for this special need, at least two light sources, 
placed some distance apart, give more even 
lighting of the field. Such arrangements, called 
light bars, are commercially available. 

If possible, buy one that has a built-in switch 
by which the lights can be used at “dim” po- 
sition for focusing, the picture itself being taken 
with full illumination. For black and white 
photography it is immaterial what type of bulbs 
you use. For color photography the type of 
illumination is all important and properly bal- 
anced light should be used, (with a known 
“color temperature”) so that the color rendi- 
tion is correct. 

Such lamps are called “photofloods” or “re- 
flectorfloods.” 

Now, let’s total costs involved in acquiring 
a basic set-up for clinical photography. 

Camera and case (new) about $125 

Supplementary lenses and rings 10 

Exposure meter 15 

Total $150 

If you have any sort of camera now, I would 
suggest trying clinical photography for fun. 
You will find that it is a satisfying hobby and 
extremely useful. 
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Physician 


A physician's chance 
remark or ill-considered 
explanation to a 

patient can sometimes 
boomerang. 


D. Barber has never been sued 
for malpractice—but I can remember one time 
a few years ago when he came awfully close. 
And all because he didn’t know when to stop 
talking. 

His was the usual slow beginning, setting up 
a general pracice in a small town, most of his 
patients in the early days coming from the 
poorer families in the community. Gradually 
he began to see an occasional patient from 
among the wealthier people in town. And he 
felt sure he'd really arrived when Mrs. Reed 
brought her youngsters to him. Mr. Reed 
owned one of the town’s main industries and 
his wife was an acknowledged social leader. 

The Reed children were fine physically but 
were due for a booster dose of vaccine. Dr. 
Barber administered the injections personally. 
Unfortunately, both children developed a local 
reaction, one fairly minor, the other rather se- 


Who Talked 
Himself Into Trouble 


JOHN A. EWING, M.D. 


vere; it worried Dr. Barber for several days. 

He visited the home twice to see the children 
and each time he talked at length to the mother. 
And that’s where he began to talk himself into 
trouble. 

“I just can’t understand it,” he said repeat- 
edly. “It was new vaccine and I’m sure every- 
thing was alright.” 

Mrs. Reed was worried, too, but not as much 
as Dr. Barber and anyway she could see that 
the children were getting better. 

The trouble was that Dr. Barber felt a real 
need to vindicate himself in Mrs. Reed’s eyes. 
A week or so later he met her in the country 
club and started up again. “I just can’t under- 
stand what happened,” he said. 

Up to this point Mrs. Reed hadn't really 
wondered too much if such reactions were un- 
usual or not. 

Mr. Reed had laughed it off saying that he 
had a much worse arm with typhoid shots dur- 
ing the war. 

But Dr. Barber’s protests were beginning to 
tell on Mrs. Reed. 

What really put the lid on things was a week 
or so later when, after church, Dr. Barber 
made a point of walking over to Mrs. Reed: 

“I’ve used that same bottle of vaccine on 
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several other children and none of them had 
a severe reaction.” 

Dr. Barber hadn't stopped to think about 
just exactly what comfort this message was sup- 
posed to offer Mrs. Reed. Actually she was 
surprised to learn that her children’s vaccine 
could be shared with other children. She had 
rather supposed she was paying for a personal 
bottle for her own children! 

Later on she told a neighbor that she won- 
dered why Dr. Barber would risk giving the 
vaccine to other children if he felt they too 
might get bad arms. 

Thus, from the way he talked, Mrs. Reed 
felt that Dr. Barber’s handling of the situation 
must somehow have been wrong. She changed 


doctors. 
Dr. Barber has more experience now. He re- 
grets losing the Reeds as patients as well as the 


friends and neighbors they might have brought 
him. 

Too late he realized that a more casual 
approach about the children’s reactions would 
have been better. Now, if he had another 
chance, he'd take a more positive approach: 

“This is common. It’s a local reaction—pos- 
sibly caused by their hypersensitivity, Mrs. 
Reed. They'll be alright soon.” 

Actually Mrs. Reed was told something like 
this by Dr. Williams (to whom she switched). 
She quite liked the idea of her children’s sen- 
sitivity and she certainly never thought of suing 
Dr. Barber. She soon forgot about the unfor- 
tunate episode of the sore arms and that was 
that from her point of view. 

Dr. Barber, though, learned a lesson the hard 
way and has never dared to forget the time he 
talked himself into trouble. 
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JOSEPH AXELROD, M.P.H. 


What You Ought to 


Would it pay you to join with 
other physicians, share facilities 
and office personnel to practice 
medicine in a unified administra- 
tive and financial setup? If you 
have been thinking along these 
lines, here are some aspects of 
group practice for you to consider. 


o- what you may have 


heard, group practice is not Utopia. In fact, 
some of the most glowing comments concern- 
ing this fast-growing form of private medical 
practice spring from physicians in solo practice, 
doctors who envy the supposed advantages of 
group practice, but who are almost totally blind 
to the disadvantages. 

Group practices vary widely. They differ in 
size, organization, control, composition and op- 
eration. But there are certain characteristics 
common to all groups. 

The existence of medical groups, their rea- 
sons for being, organization, administration, 
fees and income, location, staff, services, ad- 
vantages to doctors and patients, obstacles, and 
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the causes of success and failure, as well as 
whatever future this method of practice may 
have, all have been subjects of considerable 
study and discussion. Much is already a matter 
of statistical record concerning group practice 
in the United States. 

Definition 

As a general definition, group practice may 
be termed the formal association of three or 
more physicians who share their professional 
skills and resources in the care of patients, who 
make joint use of equipment and facilities, em- 
ploy technical and administrative personnel in 
common, and have a unified administrative and 
financial organization." * 

In some specific detail, these are the charac- 
teristics commonly present in medical group 
practice: 

@ sharing of facilities such as office space, 
examination and consultation rooms, x-ray 
equipment, laboratory and other equipment in 
a group center. 

@ Physicians include both general practition- 
ers and specialists. A few or most of the spe- 
cialties and subspecialties may be represented. 

@ Physicians are on a full-time basis and 
derive their professional incomes almost solely 
from the group practice. 

@ Patients are freely referred within the 
group for consultation. Competition is absent 
among the group’s physicians; a cooperative 
effort is in evidence. 
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Know About Groups 


@ The financial transactions of each patient 
are with the group as a whole, regardless of 
whether he has been served by one or several 
group physicians. 

@ Physicians share in the group income by 
contractual arrangement among themselves, not 
on individual fee-for-service basis. 

@ The primary function of the group is to 
provide medical care; research and medical edu- 
cation may be collateral activities. 

@ Administrative and financial matters are 
handled by a business manager employed by 
the group.* 


Ownership 

Descriptive classifications can be used to 
identify group practices. According to owner- 
sponsorship,‘ the following are types of groups. 

Private groups. Ownership and authority 
vested in one or more physicians practicing to- 
gether as a group. 

Industrial groups. Ownership and authority 
by a commercial company, with the employees 
of the company as the principal or sole patients. 

Consumer groups. Ownership by an organi- 
zation of potential recipients of medical care. 
These may be employees of a single company, 
consumers cooperative, labor union or similar 
organization. 

Hospital groups. Ownership and authority 
vested in a non-profit, voluntary community 
hospital. 

Medical-school faculty groups. Control by a 
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university or medical school, or in one of its 
subsidiaries or components. 

Government groups. Federal, state or local 
governmental agency. 


Type of Service 

A simpler classification, based on the scope 
and type of medical services offered would be: 

Service groups. Groups providing continu- 
ing home, office and hospital care of compre- 
hensive scope, including general practitioner 
and specialists’ services. The best known groups 
of this type are the Health Insurance Plan 
groups in New York City, the Kaiser-Perma- 
nente groups in California, the Group Health 
Association in Washington, D. C. and the Labor 
Health Institute of St. Louis. 

Reference groups. Groups of specialists pro- 
viding episodic diagnosis and care to referred 
patients as their principal activity. The Mayo, 
Lahey, Cleveland and Ochsner Clinics are well 
known examples. 

Diagnostic groups. Groups concentrating on 
diagnosis, providing little or no treatment; 
usually reporting their findings to referring or 
family physicians for follow-up. 


Private-Service 
Private-service groups, because they consti- 
tute about 95 percent of all existing medical 
groups in the United States, will be the ex- 
clusive subject of further discussion here. 
Physicians in group practice most commonly 
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express their conviction that the high quality 
medicine practiced in a group is the reason for 
their choice of this method of practice. 

Actually, groups are usually formed by three 
or four physicians who pool their practices and 
employ assistants simply because their solo 
practices have grown too large to handle. 

Another basic impetus to group practice is 
inefficiency in the use of office space, equipment 
and personnel in solo practice. 

Sharing overhead costs often permits groups 
of physicians to improve the quality and quan- 
tity of facilities and personnel and to make 
economies which can be passed on to patients. 


Location 


Group practices usually locate in the com- 
munity (and usually in the immediate neighbor- 
hood) of the founding physician and his origi- 
nal partners. 

Although the most reliable information is 
almost ten years old,*:* there is good reason to 
believe that the geographical distribution of 
groups has not materially changed. At that 
time, of 368 groups surveyed (349 service and 
19 reference type groups), roughly 45 percent 
were located in the Midwest, a fourth each in 
the South and the West, and under 7 percent 
in the Northeast region of the United States. 

Nearly 60 percent of these groups were in 


GROUP START 


A tornado in Rochester, Minnesota, in 
1883, with its destruction and casualties was 
probably responsible for the establishment 
of the first modern group practice. 

Four years later, W. W. Mayo and his 
two sons established the clinic which, by 
its growth and success, has encouraged the 
formation of medical groups generally. 

The first real spurt in group formation, 
however, did not occur until immediately 
after World War I, probably as a result of 
the military medicine experiences of a num- 
ber of physicians. Another sharp increase 
was observed after the recent war. 


communities of less than 25,000 population and 
over 80 percent in cities and towns of less than 
100,000. In fact, 47 percent of the group prac- 
tices were operating in isolated semi-rural com- 
munities not adjacent to large cities.’ This last 
ratio has probably been altered in favor of 
urban and suburban locations by the growth of 
Kaiser-Permanente and Health Insurance Plan 
groups in recent years. 

Minnesota, Wisconsin, California and Texas 
are now challenged by New York as the states 
having the most groups. 


Staff, Specialties 

About half of the medical group practices in 
this country are still small, with three to five 
full-time physicians. 

The mean size of groups is approximately ten 
physician members; this size in service groups 
is generally considered the minimum necessary 
for an effective group practice. 

Groups tend to increase in staff as the prac- 
tice ages, usually by addition of other special- 
ties. 

In order of frequency, the following specialty 
services are provided in medical groups: sur- 
gery, medicine, obstetrics, x-ray, gynecology, 
pediatrics, otolaryngology, ophthalmology, and 
dentistry. 

Physicians in group practice recommend, and 
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recent trends evidence increased inclusion of 
orthopaedics, urology, dermatology, psychiatry, 
pathology, anesthesiology, neurology, gastroen- 
terology, proctology and physiatry, in that 
order. 


Hospitals 

Between 25 and 30 percent of service type 
group practices own and operate their own 
hospitals—which average under 100 beds. The 
majority of group-owned hospitals are located 
in communities with less than 5,000 popula- 
tion; and about one-fourth are located in com- 
munities of 10,000 and over. 

In groups which do not own hospitals, it is 
essential and common that all group doctors 
work in the same one or several hospitals. 


Services 


The following tables, perhaps atypical, are 
drawn from the experience of a group practice 
associated with an urban voluntary hospital. 
However, they serve to approximate the rela- 
tive utilization of general medicine, pediatrics 
and consultant specialists’ services. 

Radiotherapy and physiotherapy, in the same 
group experience, were utilized at the rate of 
14 and 54 services per 1000 patients a year 
respectively. In the same period, the group 
performed 300 deliveries, 350 major and 550 
minor surgical procedures — these procedures 
including all surgical specialties and subspecial- 
ties. 


Organization 

Partnership is the most common organiza- 
tional form of group practice; usually there are 
additional physicians employed who are not 
partners. 

The partner-physicians usually own the phy- 
sical assets of the group, often as stockholders 
in a corporation established for that purpose. 

Rarely are all partners of equal rank in terms 
of income, ownership or authority. 

Founding partners, senior partners, junior 
partners, probationary junior partners and em- 
ployed physicians may all be group staff mem- 
bers. However, more commonly only senior 
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ONE GROUP’S ANNUAL SERVICE EXPERIENCE 


PHYSICIANS’ SERVICES 


Per 1000 Patients Per Year 


SERVICE 

General Medicine 2310 
Pediatrics (Ages 1-9 yrs.) 880 
Radiology (diagnostic) 640 
Allergy 440 
Obstetrics and Gynecology 380 
Ophthalmology 300 
Orthopedics 290 
Dermatology 200 
Surgery (General) 200 
Otolaryngology 190 
internal Medicine 170 
Psychiatry 120 
Radiology (Therapeutic) 80 
Urology 70 
Neuropsychiatry 50 


DIAGNOsTIC SERVICES 


Per 1000 Patients Per Year 


PROCEDURE 

Hematology 70 
Urinalysis 65 
X-ray (body parts x-rayed) 64 
Chemistry 17 
Electrocardiography 12 
Serology 11 
Bacteriology 6 
Basal Metabolic Rate 2 
Pathology 1.5 
Audiometry 1 


and junior partners plus employed physicians 
make up a service group. 

The founding or senior partners are the or- 
ganizers of the original group, invest the neces- 
sary capital, retain the major authority, and 
usually receive the larger shares of net income. 

Junior partners may share, but to a lesser 
degree in investment and authority. They are 
most often salaried, with some opportunity to 
share in net income based on work volume, but 
have markedly limited authority. 

In some groups, junior partners may gradu- 
ally increase their investment and attain senior 
status with all of its perquisites. The junior 
partner most frequently has an increasing par- 
ticipation in responsibility and authority as well 
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as share of net income as his tenure is extended. 
Probationary junior partners are those physi- 
cians newly-employed by an existing group for 
a specified trial period. After this period a 
junior partner is either offered a junior part- 
nership, leaves the group, or is separated. 


Control 


Authority in the administrative, financial and 
policy matters of the group is vested in the 
senior partners as such or as members of an 
executive committee with or without a medical 
director. 

In policy matters and subjects of general con- 
cern, all partners are usually consulted, with op- 
portunity for full discussion. 

Most groups do have a medical director who 
is a founding or senior partner. He is elected 
by his colleagues or, in some instances, occu- 
pies the position by virtue of his seniority. His 
authority and duties vary with the partnership 
contracts and their terms which define the di- 
rector’s position. The smaller the group, the 
greater the authority of the director, and vice 
versa. 


Manager 

All but very small groups employ a lay ad- 
ministrator or business manager. His qualifi- 
cations and duties may vary from secretary- 
bookkeeper to accountant-medical administra- 
tor. Consequently, the business manager's 
authority and responsibility varies. 

His function is to assist the medical director 
or the executive committee in the areas of his 
special skill and training. The business ad- 
ministration, personnel, purchasing, statistics, 
and fee collection are most often the fields of 
the business manager's effort. He has no au- 
thority in professional matters, but assists in 
the coordination of the medical and the busi- 
ness aspects of the group practice operation. 
His success is measured in terms of efficiency 
and economy, both technical and professional. 


Fees 


The fees charged in group practice approxi- 
mate the prevailing fees charged in the com- 
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munity by non-group physicians. Surgical and 
delivery fees tend to average higher, probably 
because group physicians are more often board 
qualified specialists in their fields than are solo 
practitions who may be GPs, or GPs who 
limit their practices to a specialty. 

Essentially, the factors of ability to pay, cost 
of provision of service and sometimes value of 
benefit to the patient are employed to vary the 
fixed amount method of fee determination. 

The establishment of a particular patient's 
ability to pay and of the cost of provision of 
service are functions performed by the business 
manager of a group practice and his personnel. 
The physician is relieved of fee-setting and fee- 
collecting. 


Group Income 


Income distribution among the physicians in 
medical groups is usually done by division of 
net income, by salary or some combination of 
the two. Since the majority of groups are 
partnerships, some drawing account arrange- 
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ment is made plus periodic sharing of net in- 
come after expenses. Non-partners may or may 
not share in net income depending upon their 
terms of employment and stage of progression 
toward partnership. Although no_ perfect 
method or formula exists for group income dis- 
tribution, the following factors are usually con- 
sidered: competence, experience, training, ten- 
ure, administrative responsibility, investment, 
“book value” of work done, special contribu- 
tion to the group in ability, scarcity of special 
skill, ability to attract new patients and con- 
tribution to elevated quality of group care. 


Point System 

Many groups establish a point system for 
crediting each doctor’s “account” with services 
rendered to patients and the other variable fac- 
tors previously agreed upon. The individual 
physician’s share of the net income is calcu- 
lated from the number of points in his account 
relative to the total of points earned in the 
group. The method of straight percentage dis- 
tribution by prearranged formula among phy- 
sician partners is also common. Some groups 
use year to year salary agreements based on 
experience and depending upon the individual 
physician’s tenure, training, and volume of serv- 
ices. Variations and combinations of the in- 
come distribution methods described are often 
found, particularly in groups having founding, 
senior, junior and aspiring partners. 


Additional Benefits 


From available data, it is evident that physi- 
cians in private group practice earn at least as 
much as their opposite numbers in individual 
practice and perhaps more. Annual cash in- 
come to physicians in group practice is usually 
augmented by other benefits which have money 
value and are so considered. 

Most medical groups provide some or all 
of these additional benefits: paid vacations, paid 
sick leave, paid professional meeting time, paid 
auto purchase or rental, malpractice insurance, 
life insurance, health and accident insurance, 
and pension and retirement programs. 

Wide variations exist in the number of paid 
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leaves and in the amounts of insurance, but 
even the least of these seem to be considerable 
and represent equivalent cash income. 

Many groups encourage research and publi- 
cation by providing to some degree laboratory 
space, technician time, special equipment, cleri- 
cal and secretarial help, reprint purchase allow- 
ance and extra time off with pay to present pa- 
pers at professional meetings. 


Doctors and Patients 

Proponents of group practice point to the 
advantages of the team approach; competent 
consultant specialists in a common plant, using 
equipment jointly for efficiency. 

This, claim the group adherents, is the best 
organizational pattern for medical practice. 
Physicians are stimulated to their best efforts; a 
high quality of medical care can be expected in 
a group, where each works with his fellow 
physician, figuratively, “looking over his 
shoulder.” 

Also, ready access to consultation means the 
patient gets complete care; it also provides an 
opportunity for a continuing postgraduate train- 
ing for referring physicians in the group. 


Shorter Hours 

Economy of operation and freedom from ad- 
ministrative detail are other advantages of 
group practice, especially freedom from the fee 
collection feature of solo practice. 

A group of physicians providing general 
medical and specialist care obviously needs far 
less space and equipment to practice together 
than if they maintained separate facilities. 

Perhaps one of the most appealing advan- 
tages of group practice is the ability to share 
the emergency work on nights, week-ends and 
holidays without fear of neglecting patients. 

Longer vacations and more free time are the 
rule in group practice. 

Opportunity for rest, relaxation, postgraduate 
training, research and a decent family life are 
possible and more in evidence in group practice 
than solo. 

The patient usually benefits, too. The caliber 
of medicine can be better by virtue of better fa- 
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cilities, readily available consultation and easy 
access to laboratory work. The patient saves 
time because the complete diagnostic and con- 
sultation service is under one roof. This con- 
venience often helps bring him in earlier and 
more frequently. 

The patient benefits by less expensive service, 
or more medical service for his money, since 
the costly diagnostic equipment of a group is 
amortized by large volume at low per unit cost. 
Actual cash saving is often passed on to the 
patient. 

The relatively higher ratio of certified spe- 
cialists in a group has actually stimulated higher 
standards and quality of medical care in the 
surrounding community through the example 
set by the group. 


Criticism and Obstacles 


Group practice is not without criticism. 
Some of its claimed advantages for physicians 
and patients are being attacked. Many physi- 
cians practicing alone insist that the special 
facilities of groups are wasted or poorly used. 
The ordinary solo practitioner has “adequate 
equipment” for the care of 85 percent of his 
patients. The unnecessary “through the mill” 
treatment of all patients would best be reserved 
for the care of the 15 percent of patients who 
require special consultation and diagnostic 
work-up. 

Critics say physicians in group practice lose 
their exercise of independent judgment by over- 
referral to the consultants at their elbow. The 
professional stimulation of his fellow group 
physicians is outweighed, it is argued, by his 
loss of contact with colleagues outside the 
group. 

The argument for highly qualified specialists 
and diagnostic laboratories is countered by the 
claim that these elements in a group are now 
generally available outside of groups in all areas 
with the possible exception of certain isolated 
rural regions. 

There are real obstacles to the growth of 
group practice, which perhaps explains why ap- 
proximately only 5 percent of practicing physi- 
cians in the United States are engaged full or 
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part time in this mode of practice. 

The establishment of a group requires a con- 
siderable capital investment for offices and 
equipment, especially if a group hospital is con- 
templated. Although lending institutions are 
more willing to lend money to a group of physi- 
cians than to an individual, and although the 
total investment for a group practice may be 
less than would be necessary if each doctor 
were to establish an individual office, such a 
venture as negotiating a large loan requires 
high caliber business acumen and leadership 
which is not always forthcoming. Physicians 
are not trained in business administration. 

To establish a group, or even to evaluate the 
feasibility of joining an existing group, requires 
some fiscal, legal and administrative under- 
standing. 

One thing is pretty clear, since the opportuni- 
ties for practical residency-type training in 
either solo or group practice are non-existent, 
you who will make the choice between solo 
or group practice are generally unaware of the 
advantages and limitations of both. But of the 
two, you are probably more correctly informed 
concerning solo practice. 


Success and Failure 


The most important element of success in 
group practice is the ability of a group to at- 
tract and keep well qualified physicians whose 
personalities are suited to cooperative joint 
practice. 

A physician’s training equips him to domi- 
nate the scene of his work. Consequently, some 
physicians in spite of residency training, are 
not suited in attitude to group effort and the 
teamwork practice of medicine. 

Before considering a physician for a staff po- 
sition, many groups invite the applicant and his 
wife for a social evening with a “selections com- 
mittee.” This is done in order to better evalu- 
ate the applicant’s probable “fit” into the group 
as a person. 

Once the staff pattern is set, creating a group 
of highly skilled and competent doctors, prac- 
ticing as a team under one roof, it is tempting 
to new men of comparable professional in- 
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tegrity to join, and the group will likely succeed. 

The least contributory factor to failure of 
group practice is total group income. The re- 
corded experience of now defunct groups is that 
they were able to practice reasonably good 
medicine, had adequate patients, and group in- 
come was sufficient. 


Problem 


The principal problem was income distribu- 
tion. 

Although this is the major difficulty in 
groups composed of 12-18 doctors, most other 
groups are faced with the problem to a degree. 

In smaller groups, however, organizational 
problems predominate; in larger ones the 
struggle is for authority and control among 
members of executive committees and/or spe- 
cialty cliques. 

Not infrequently groups fail to keep good 
staff members because the advance from a 
junior partnership is either too slow or is 
blocked entirely. 

Internal jealousies over volume of work, 
coupled with senior partnership status on the 
part of a low producer has sometimes pointed 
up the wide discrepancy in income based solely 
or primarily upon partnership level. 

In the interest of all group physicians, most 
authorities are agreed that junior partnership 
should proceed regularly and in a fixed time to 
senior status. 


Future 


There is little doubt that group medical prac- 
tice will increase in this country. Groups are 
becoming more common even in New England 
(many beginning as obstetrical partnerships) 
where the fewest groups existed before 1950. 
The trend is also toward larger groups, making 
them less vulnerable to the effects of the loss 
of one or two physicians. The experience of 
groups generally has been that larger groups 
in larger communities are most successful in 
surviving over extended periods. 


1, Prepaid Group Practice Plans, A Listing by State. 
U. S. Dept. of Health, Education and Welfare, May 1958. 
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Comprehensive 
The fee-for-service method of payment for 
medical care has been partially supplanted by 
the establishment and growth of various plans 
employing the insurance principle. Budgeting 
for illness is a necessity, since the patient is 
faced with today’s costlier — although more 
complete — medical care. In any one year 
almost half the nation’s medical bill is 
shouldered by 10 percent of its population. 

Underwriting the costs of medical care, to 
spread the burden and encourage the early and 
full use of comprehensive service by prepay- 
ment is clearly indicated, especially for families 
of low and middle income.’ 

Some say that prepayment for the costs of 
hospitalization, surgery, obstetrics and other 
limited services alone, although of considerable 
aid in meeting costs of expensive services, en- 
courages the use of the costlier services and 
fails to employ the prevention incentive which 
is fostered when comprehensive care is insured. 

If the ultimate goal of medical practice serv- 
ing the individual is to employ all of the best 
techniques for prevention of illness and _ its 
sequellae, and accomplishment of this goal is 
bound up with the quality of medical care and 
its distribution, then group practice and prepay- 
ment for comprehensive medical care probably 
combine the elements which offer the best po- 
tentialities for the practice of preventive medi- 
cine and the fulfillment of this goal within our 
present knowledge of illness, its causes and its 
cures. 


Questions 


Before jumping into any group practice you 
would be wise to visit several groups, speak 
with the junior and senior members in your 
field of medicine. Explore the possibilities in 
those communities where you wish to practice. 

Here are some questions you might concern 
yourself with when looking into a specific 
group: 

1. How many years has the group been in 
existence? 

2. What is the composition of the group—by 
number and by specialty? 
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. What hospital affiliations do group mem- 
bers have? 

. How many founding partners, junior part- 
ners, and employed physicians? 

. What has been the tenure of the physicians 
—both partners and employed physicians? 

. How many defections in the past few 
years? What status was held by the de- 
fected members? Why did they leave? Are 
there other groups in the area? 

. Is there a contractual formula for the length 
of time for succession to a senior or junior 
partnership? What are the financial terms 
in the interim? (Usual arrangement calls 
for salary during a trial or “apprentice 
period” of one year or less. ) 

. What specific terms would call for the sev- 
erance of a partner or probationary physi- 
cian? What kind of a vote is required to 
separate a physician from the group? 
(Two-thirds or three-quarters is the usual. ) 

. Does the group have a business manager? 
How long has he been employed by the 
group? 


. Are there any family ties between mem- 
bers of the group? 
. Finally, and you may determine this only 


through rather indirect and _ discreet 


sources, are there any social relationships 
among members of the group which you 
must share in order to “get along” with the 
group—or can you be reasonably free to 
pick and choose your own private mode of 
living outside office hours? 

The elements of group practice described here 
should give you a basic understanding of its 
organizational pattern of medical services, and 
help you make a more informed judgment of 
it. The overwhelming weight of opinion being 
advanced at the present time clearly indicates 
that group practice is a growing element of 
medicine in our era, and that it will play an 
ever-increasing role in the development of 
higher quality, comprehensive medical care at 
the private practice level. However, the decision 
to become associated with an existing medical 
group or join in the establishment of a new one 
requires consideration of all the practical mat- 
ters in the particular opportunity.* 


*A comprehensive survey of medical group practice 
in the United States is being conducted jointly by the 
American Medical Association, American Association of 
Medical Clinics and the National Association of Clinic 
Managers. The information thus gathered will update 


some of the materia! presented here. 
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M, back side still bears the 


warm imprint of my father’s foot imprinted 
there as punishment when, as a moppet, I had 
the temerity to break a family law by purchas- 
ing a new bicycle (the better to carry my paper 
route), under an arrangement which is now 
familiar as the commonplace installment plan. 

Many parents and their immediate forebears 
strictly adhered to a philosophy which said, 
“You do not deserve a given thing until you 
have earned it and you can pay full cash for it 
on taking possession.” A 30-day charge account 
at a local store, an installment contract or even 
a mortgage on one’s home was akin to mortal 
sin and only practiced by fly-by-nights, those 
who “drank” and other ungodly people who 
didn’t go to church regularly. 

Of course, you might put a few hundred dol- 
lars mortgage on the family home in the event 
of a catastrophe. I understand my Dad hocked 
the piano for about fifty bucks in order to pay 
cash on the line to old “Doc” Deamer back in 
Philadelphia upon the catastrophe of my arrival 
on earth. Then along about 1905 Dad floated 
a modest mortgage on our home in order to 
help my Uncle Jim through the University of 
Pennsylvania Medical School . . . but one never 
had a mortgage merely to personally possess 
something simply because he wanted it or even 
had some need for it. 

With such a background, it can be under- 
stood why I have never owned a thing in my 
life (with the exception of that damned bicycle ) 
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which has not been paid for in full upon taking 
possession. Even my first home was built and 
paid for the day my bride and I moved in... 
a somewhat tardy wedding present since pos- 
session of this home took place fifteen years 
after the wedding ceremony. Of course, over 
those many years I subjected my loved one 
and myself to being domiciled in quite . . . shall 
we say, unbeautiful surroundings while we 
scrabbled and mucked to “save” toward our 
house. 

I am sure that any physician with a similar 
background will have had the same difficulties 
in adjusting to many of today’s philosophies 
and concepts in our financial economy. Even 
though my brain sifted the facts as presented 
by important financiers, economists and ac- 
countants, and I have found these facts cor- 
rect, it has still required, on my part, a very 
great psychological readjustment. 

Well, I recall visiting the president of our 
bank. I asked him how my bank credit would 
be influenced if my Corporation sold its land 
and manufacturing building to an insurance 
company, then leased the entire property back 
for twenty years. 

He answered me by saying, “If you sell and 
lease back your new building, you will more 
than double the top amount of cash this bank 
will loan to you at any time. In fact, in addi- 


By Cecil Birtcher, President and Founder, The Birtcher 
Corporation. 
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tion to your building you have about $400,000 
worth of machinery. Sell it and lease it back.” 

He chuckled, then went on, “I know what 
you are thinking. At first it was hard for us 
bankers to change the thinking of hundreds of 
years. You see, when I loan you money, its 
safety is guaranteed by your assets . . . but our 
inventory is money, not real estate or machin- 
ery. If you failed to pay your loan, you would 
put us in both businesses. Now then, if you 
convert these things, fixed assets, to money 
which you may put to work in expanding your 
operations so that this money is invested in 
enlarged accounts receivable and your inven- 
tory of your products, both of which are liquid 
and could be rapidly and conveniently handled 
by us and converted to money, your real assets, 
as far as we are concerned, are tremendously 
greater . . . therefore, we can afford greater 
loans to you, probably twice the amount of 
your present top.” 

Perhaps that feeling to “own” what we use 
stems from a childhood complex. A small child 
gains pleasure from toying with things, so he 
classifies toy things as “his” or “not his.” Ex- 
perience teaches the child that things labeled 
“his” he can control . . . that is, he controls the 
services or pleasures rendered by a thing and 
this is continuously and permanently under his 
management. He learns quickly that he can 
be deprived of these services rendered or pleas- 
ures of those things labeled “not his.” It is ob- 
vious that really what the child wants (or you 
and I) is the service or pleasure rendered by a 
thing. When the toy is no longer useful, ob- 
solete, worn out or the child outgrows it, there 
is no longer any point to “his.” 

Outright purchase is a lump sum payment in 
advance (whether by cash or contract), for X 
estimated years of the service of any object 
purchased (except those actually consumed). 
The buyer has assumed the hazards of the X 
estimate, the rapid obsolescence of the kind of 
service rendered by the object, the quality of 
performance, the change in character of the 
buyer’s needs. 

Why should one absorb such risks when all 
such hazards can be eliminated but with all of 
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the same services rendered? Leasing the object 
that renders the service or pleasures is the 
answer. 

The leasing of medical-surgical equipment by 
the private physician or hospital is particularly 
pertinent due to the very high rate of techno- 
logical obsolescence. Thousands of great and 
small businesses pay a monthly rent to Inter- 
national Business Machines Company, and 
others, to have services rendered in the office 
by typewriters and time clocks, and very com- 
plex electronic accounting and computing ma- 
chines. Many hospitals presently pay a monthly 
rent to IBM and others for office machines. 
Many manufacturers, large and small, simply 
pay a monthly rental for the services which are 
rendered each month by hundreds of pieces of 
complex productive machinery. 

The practice of medicine is both an art and 
a science. But both the private physician and 
the hospital have in common, with any com- 
mercial business, the necessity of capital invest- 
ment for the essential machinery of rendering 
a service. 

Practically all of the machinery of the doc- 
tor’s office and hospital is made to give from 
ten to forty years of service. The simple ex- 
amining table may last forty years. Its change 
of character of usage progresses so slowly that 
annual obsolescence is very little indeed. Not 
so, however, the very complex mechano-elec- 
tronic machine of medicine such as the x-ray, 
electrocardiograph, cardioscope, electrosurgical 
instruments, short wave diathermy, ultrasonic 
therapeutic machines to mention only a hand- 
ful. Most such devices are built to give ten to 
twenty years of service. Rapid medical and 
engineering progress however, often make the 
service rendered by such a device useless or 

unneeded in a few years. 

Why then take the risk of outright purchase 
for X years of service to be rendered? Why 
not just each month pay for the service a de- 
vice is capable of rendering? Why not let a 
Lessor take the risk which he has carefully cal- 
culated against the wide spread of thousands 
of many varied types of devices he has placed 

in use? 
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The life insurance company bats not an eye 
on paying off a $100,000 death claim simply 
because this represents only fifty cents out of 
the annual premium of perhaps several hundred 
dollars each on 200,000 outstanding policies of 
varied character. The life insurance company 
could not possibly afford to insure my life only 
for $100,000 for perhaps an annual premium 
of approximately $5,000 per year, but they can 
afford to issue such a policy to ten thousand 
men, at perhaps a nominal premium of $2,500 
a year. The Lessor of medical equipment 
stands in much the same position as the insur- 
ance company. There are many benefits which 
accrue to the physician or hospital by virtue 
of leasing equipment, particularly those with 
a high rate of obsolescence. By virtue of pay- 
ing simply a monthly rental for the services 
rendered by a tool or medicine, such benefits 
are as follow: 

1. The monthly rent is deductible as a busi- 
ness expense prior to calculation of Fed- 
eral, State or other income taxes. 

. There is no City or State sales tax to be 
paid by a Lessee. 

. In the event of the death of Lessee (in the 
case of a private physician) there is no in- 
heritance tax to burden his estate or loved 
ones against the appraisal values set at re- 
placement values by collectors only inter- 
ested in government revenue. 

. The Lessee always has the services of a 
device as it is incumbent upon the Lessor 
to maintain it in operating condition. 

. There is no loss of time (productive in- 
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come) while a device is being repaired. 
The instrument leased is kept continuously 
productive of services. 

. There are no costly labor and parts repair. 

. The Lessee can procure without capital 
loss, newer, improved models. 

. The Lessee and his assistants are trained 
continuously by the Lessor in the proper 
and newer and broader uses of the device 
leased. 

. Capital otherwise fixed in equipment is 
free for investment. 

. A Lessee may have available a greater 
number of devices than would be pos- 
sible on outright purchase. 

. The loss of a sizable investment due to 
technological obsolescence is impossible. 

. Should a Lessee’s circumstances so change 
that actual purchase proves to be eco- 
nomically sound, usually he may do so. 
Furthermore, a very sizable portion of that 
which he paid as rent can generally be ap- 
plied against the purchase price. 

One of America’s great merchandisers, for- 
merly of Macy’s, recently authored an article 
appearing in Tide Magazine in which he has 
proclaimed that probably in a very few short 
years most of us will be leasing for our homes 
all the commonplace television, clothes washer, 
dryer, ironer, phonograph, dishwasher, garbage 
disposal, electric range, heating equipment and, 
of course, our automobiles, a million or so of 
which are already leased by their drivers. Per- 
haps as many as fifteen or twenty thousand 
physicians lease their automobiles presently. 


| 
| 
i 
iJ 
1233 
. 


You see, doctor, I've never had a thorough check-up . . . but what with my stomach upset, I can hardlv 
before... 


CAMERA 


| 
I’m more in demand for commercials than ever .. . . . . and I need faster, safer pain relief .. . 


| 


. and being a model, I must always look my best. - » When my eight sinus cavities are stuffed? . . 


But how can! ... 


Reprinted from the April 1959 issue of Madison Avenue, by permission of the publisher. 


Also, I think I'm broadcasting bad breath. Further- 
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A REGIONAL MEDICAL CENTER 


Geisinger Memorial Hospital 


and Foss Clinic 


This 270 bed regional medical center has grown from 
the original 75 bed memorial hospital erected in 1915. 


= in the small (pop. 
8,000) industrial town of Danville, Pennsyl- 
vania, the George F. Geisinger Memorial 
Hospital and Foss Clinic has a record and 
reputation to rank among the finest of the 
‘big-city’ medical centers. 

Although a regional center, the hospital and 
clinic draws patients from states throughout 
the east and many from interior states as well. 

From the original 75 bed hospital erected in 
1915 as a memorial to Mr. Geisinger by his 
widow, the present institution houses 270 beds 
and 36 bassinets. Most recent addition was 
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the 5-story, $1 million Foss outpatient clinic, 
opened in 1951 and named after Harold L. 
Foss, former president of the American College 
of Surgeons and presently chief of staff and 
surgery at the center. 

The 40 specialsts of the medical staff have 
no outside practices, and devote their entire 
professional attention to the care of patients 
in the hospital and outpatient clinic as well 
as to teaching. 

There are 34 approved residencies in medi- 
cine, pediatrics, and surgical specialties as well 
as 12 rotating internships. There are 740 full- 
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time employees engaged in running the hos- 
pital and out-patient clinic. 

Today the hospital provides postgraduate 
and technician training in many medical fields. 
Postgraduate courses are offered yearly to phy- 
sicians in the area. In addition to its school 
of nursing with 125 students enrolled, and 
accredited by the National League for Nursing 
Accrediting Service, New York, there is an 
approved school in medical technology, a 
school for x-ray technicians, as well as a school 
for student anesthetists. The hospital prepares 
educational movies and exhibits and at quar- 
terly intervals publishes a medical journal, the 
Bulletin of the Geisinger Memorial Hospital 
and Foss Clinic. 


Residencies 

The graduate training program is a well- 
planned and comprehensive program approved 
by the specialty boards and the American Med- 
ical Association. Most of the training is con- 
ducted on a departmental basis in the form of 
bedside teaching, supervised clinical practice, 
departmental conferences and seminars. An 
interdepartmental meeting, known as Monday 
Night Conference, is held weekly. 

Clinical teaching is carried on in all depart- 
ments. The responsibility for the management 
of patients as well as for teaching interns is 
shared between the resident and the full-time 
attending physician. There is a gradual in- 
crease in responsibility given to each resident 
as he becomes increasingly capable. Residency 
programs are not pyramidal in their nature and 
appointments are made on a year-to-year basis 
in all the departments. 

The volume and variety of clinical material 
available in the hospital is extensive. Admis- 
sions amount to 11,000 and outpatient visits 
exceed 95,000 annually. The average daily 
hospital census is 250. 

Although many of the patients are private 
patients, they participate willingly in the teach- 
ing program and are cared for and examined 
by interns and residents as well as attending 
physicians. 

In those departments requiring certain spe- 
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Hospital-owned houses for staff doctors 
are located adjacent to the hospital. 


Staff physicians relax in house staff lounge. 


A corner of the medical library reading room. 
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Regular weekly confer- 
ence for combined staffs. 


cialized postgraduate courses for the comple- 
tion of residency requirements, residents are 
sent to the Graduate Hospital of the University 
of Pennsylvania in Philadelphia. 

Internships in this hospital are of the rotat- 
ing type and continue for one year. Interns are 
selected from graduates of Class A medical 
schools through the National Intern Matching 
Program. The internship consists basically of 
three months on medicine, three months on 
surgery, two months on obstetrics and gyne- 
cology, five weeks on pediatrics, and five weeks 
on anesthesiology. Interns participate in the 
entire teaching program and are an integral 
part of the activities of the department to which 
they are assigned. 

One of the most important features of the 
intern training are the daily bed-side teaching 
rounds held in each department. These rounds 
frequently include radiological rounds as well 
as appropriate rounds in the chemistry or bac- 
teriology laboratory. 

The primary purpose of the attending staff 
is to provide the patients with the best possible 
medical and surgical care and the interns and 
residents with the best possible graduate train- 
ing. This is facilitated by close cooperation 
among the thirteen clinical departments. Fre- 
quent interdepartmental consultations are 
sought. 

The medical library of the hospital is the 
third largest hospital medical library in Penn- 
sylvania. The library contains 9,000 bound 
volumes, 7,000 reprints and subscribes to over 


200 medical and other scientific journals. Under 
the supervision of a trained medical librarian 
and assistant, the library consists of main read- 
ing rooms with seven individual study rooms 
assigned to house officers or staff men carrying 
on special studies. 

Research facilities are available in the hos- 
pital, and a committee devoted to the further- 
ing of research in the hospital provides aid to 
persons in their productive efforts and helps 
in seeking financial aid for their research 
projects. 


Recreation 


Recreational facilities available on the hos- 
pital grounds include tennis and volley-ball 
courts, and areas for softball. 

In the community are clubs which afford 
facilities for basketball, swimming, and bad- 
minton. In a nearby community golf and out- 
door swimming may be enjoyed. For the 
winter sport enthusiast there are two fine skiing 
and many ice skating areas within easy driving 
distance of the hospital. There are also a 
number of bowling establishments nearby. 


Worship 

The hospital and nursing school are non- 
sectarian. A chapel is provided in the hospital 
for Sunday worship which is conducted by the 
Ministerial Council of Danville. The com- 
munity provides additional opportunity for par- 
ticipation in religious activities; most denomi- 
nations are represented. 
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A 
GUIDE | for our readers 


The conventions of the presentation of advertising material on pharma- 
ceuticals are related to certain ethical and practical considerations. This 
guide should be of help to all our readers in an understanding of the 
advertising material contained herein. Unless it is stated to the contrary: 


All illustrations of physicians and patients are 
dramatizations utilizing models and not specific 
physicians or actual patients. The ethical and 
other considerations for this are obvious. 


Illustrative material such as dummy prescrip- 
tion blanks, hospital charts, calling cards, 
memos, etc., are presented as dramatizations. 


Composite case histories, drawings and/or 
photomicrographs are often presented to con- 
vey typical clinical indications but unless stated 
to the contrary are constructed as illustrative 


cases or situations. 


Physical limitations of space in journal adver- 
tising make the presentation of all relevant data 
impractical; therefore, it is suggested that for 
suitable background on dosage indications and 
contraindications the standard package insert 
or more extensive background data be con- 


sulted. 


The acceptance of material for advertising is based upon several criteria; 
for example, in respect to safety, all new drugs are required to correspond 
with the accepted Food and Drug application. 


It is suggested that any differences of opinion of individual physicians 
with any advertisements be called to the attention of the editor, with a 
duplicate copy of the letter to the pharmaceutical house whose advertise- 


° ment is the subject of the letter. 
THE PUBLISHERS 
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FOR THE SUCCESSFUL PHYSICIAN 


Prepared especially for Medical Times by C. Norman 
stabler, market analyst of the New York Herald Tribune. 


POLITICAL IMPACT ON BUSINESS 


We can expect political considerations to 
play an ever increasing role in the next two 
months and, in fact, for the next year as the 
two big political parties prepare their appeals 
to the voters. The result next November, and 
a year from November, will have its impact 
upon business, but one would have to be wise 
indeed to determine what that will be. Many 
of us who will go to the polls find the issues 
less well defined than was the case in other 
critical times in our history. 

One difficulty is that within both the Repub- 
lican and Democratic party there is a cleavage 
between so-called Conservatives and Liberals. 
These terms do not lend themselves to exact 
interpretations, in this country or any other, 
but generally speaking those who call them- 
selves liberals favor greater public spending, 
more dependence upon governmental treasuries, 
local or national, and, they are accused by so- 
called conservatives, of playing “fast and loose” 
with tax money that comes from the people, 
spending too freely and thus contributing to in- 
flation. Remembering the New Deal days of 
Roosevelt and Truman, the Democratic party 
is credited, or debited if you will, with appeal- 
ing most to those who hold this view on eco- 
nomic matters. 

In contrast it is alleged that those of the 
Republican leaning are too tight with the pub- 
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lic purse strings, that the party is under the 
influence of Big Business and, as both former 
Democratic Presidents alleged on many occa- 
sions, they are “the party of Wall Street.” 

It has been obvious for years that neither 
description is entirely accurate. There are lib- 
erals and conservatives in each party. The new 
thing is that inflation is shaping up as the na- 
tional issue for next year’s election. 

This is causing more trouble in Democratic 
circles than in Republican ranks, although the 
latter have a similar divergence of beliefs. In 
the Democratic party there is a wide split, with 
liberals attempting to resurrect something simi- 
lar to the New Deal but with the conservative 
element of their party mustering superior 
strength. 

This would appear to make everything nice 
for the Republican party, in which Vice Presi- 
dent Nixon is far out in front for the Presiden- 
tial nomination, but it isn’t that simple. The 
party in control also has a cleavage. Theirs 
is merely less severe, and wise heads in its coun- 
cil chambers are not depending on a split 
among the Democrats making it smooth sailing 
for them when the votes are taken. 

These wise men point out that in their own 
case the Republican party came to its peak of 
power after a similar internal battle in 1952, 
when forces favoring the late Senator Robert 
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Just one prescription for fF 


Engran™Term-Pak” | 
calling for one tablet a day will 
carry her through term to the 


six-week postpartum checkup. 
This means you are assured of a 
nutritionally perfect pregnancy, 
and she realizes major savings. 


* And when baby comes, specify En gran baby d POPS — full vitamin 
support in half the volume of most similar preparations — lasts twice as long. Supplied 


in 15 ce. and 50 ce. bottles. Convenient ‘Flexidose’ Dropper assures accurate dosage. 
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A. Taft, the conservative, battled with those who 
favored General Dwight D. Eisenhower. 

That was a bitter battle but Eisenhower 
emerged supreme and won twice, by stupendous 
majorities. Now the Democrats are having a 
battle in which key figures are Democratic Na- 
tional Chairman Paul M. Butler, on the one 
hand, and the Congressional leadership of Sen- 
ator Lynden P. Johnson and Speaker of the 
House Sam Rayburn, on the other. The latter 


two are both from Texas. This difference of 
opinion is welcomed by the Republicans, as a 
split would assure the election of a Republican 
in 1960, but their leaders are counselling 
against depending upon this. 

The central political issue will be inflation, 
and the outcome is certain to have repercus- 
sions on the economy in the United States, and 
hence in the Free World. 

At the moment everything points to Nixon 
as the Republican nominee. It is a horse race 
in Democratic ranks. It is not likely to be Sen- 
ate leader Johnson. He comes from the South, 
which the Democrats can carry in any event, 
and the party must find a candidate who will 
be more popular in the big cities of the North, 
Central and Western sections of the nation. 

Business news has remained highly favor- 
able while the political fight waxes. This was 
reflected in statements made by representative 
corporations for the first half. These reports, 
however, compared earnings with the first half 


The information set forth herein was obtained from 
sources which we believe reliable, but we do not guar- 
antee its accuracy. Neither the information nor any 
opinion expressed constitutes either a recommendation or 
a solicitation by the publisher or the authors for the pur- 
chase or sale of any securities or commodities. 
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of 1958, which was a slack period. Conse- 
quently the gains shown were unusually en- 
larged. Third quarter reports, and those for 
the fourth quarter as well, will show smaller 
percentage gains, as the economy starts to turn 
upward in the final half of last year. 

There is nothing in this to worry anyone. 
We are in a period of growth, and if the growth 
appears to slow down, remember that it is still 
growth, not a setback. The steel strike added 
to the inflation issue. One does not have to 
be an expert to know that anything that adds 
to costs of production eventually means addi- 
tional costs for consumers, and thus feeds the 
fires of inflation. This influence, in turn, robs 
from the value of the money in a man’s pocket, 
in his bank account, in the pension he hopes 
to receive and in the savings he has placed in 
life insurance and in bonds of top quality. In- 
flation is rightfully described as the severest 
tax of all, for it hits the poor man and the little 
fellows, with a blow they are less able to ward 
off than are their neighbors on the other side 
of the tracks. One said to me the other day, 
“I bought insurance policies when my two kids 
were born; the money was to put them through 
college; now I need double the amount. Who 
took that away from me?” 

Employment in the 
United States has been 
running at its highest in 
history. There were 67,- 

342,000 individuals hold- 
ing jobs as of mid-June, 
but the wages earned buy 
less. President Eisenhow- 
er’s economic message to 
Congress last January set 
the stage for inflation being the issue. His 
Committee on Price Stability and Economic 
Growth has gone further, with three specific 
recommendations. They are: an appeal to 
Congress for legislative support which will 
aid the Administration’s program to protect 
the purchasing power of the dollar; balance 
the budget, and possibly make some reduction 
in the national debt; and remove the statutory 
limitation on the interest rate which the gov- 
ernment is permitted to pay on long-term bor- 
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rowing. It has been resorting too much to short 
term issues, and paying much higher rates for 
one-year paper than at any time in the last 


thirty years. The President’s Committee is ot 
the opinion that action on its program is 
urgent. 


PORTFOLIO CHANGES 


Buying and selling by mutual funds has a 
direct bearing on the market action of individ- 
ual stocks because the fund industry has grown 
so large that transactions at the various fund 
managers and investment committees frequent- 
ly are in large blocks. 

Consequently quarterly reports of the major 
funds are watched carefully by individual in- 
vestors to see which issues are favored, or have 
fallen from favor. The funds may guess wrong, 
even as you or I, but the fact that their man- 
agers are professionals and are highly sophis- 


PURCHASES 


COMPANY BOUGHT NOW OWNS 
Aluminium Ltd. 15,000 450,000 
Armco Steel Corp. 10,000 350,000 
Atch. Top. & Santa Fe Ry. 15,000 775,000 
Atlantic Refining Co. 25,000 135,000 
Bethlehem Steel Corp. 20,000 720,000 
C.LT. Financial Corp. 27,100 227,100 
Columbia Broad. System 15,368 179,500 
Cons. Natural Gas Co. 29,000* 319,000 
Dow Chemical: Co. 625 90,625 
Federated Dept. Stores 10,000 70,000 
Florida Power Corp. 18,250* 237,250 
Ford Motor Co. 30,000 120,000 
General Electric Co. 100 350,100 
General Motors Corp. 21,000 721,000 
Gulf Oil Corp. 7,230 215,230 
Gulf States Utilities Co. 100,000 200,000 
*Purchased through exercise of Rights. 


SALES 


COMPANY 
American Can Co. 
American-Marietta Co. 
Boeing Airplane Co. 
Caterpillar Tractor Co. 
Crown Zellerbach Corp. 
Deere & Company 
International Harvester Co. 


ticated in market ways, means they have an 
admirable record of performance. 

To illustrate the size of some of the blocks 
that a fund may buy or sell the following table 
is taken from the second quarter report of 
Massachusetts Investors Trust, the largest and 
oldest of the mutual funds. Its total assets 
on June 30 of this year were a resounding 
$1,539,750,862. It is fully invested in com- 
mon stocks. 

Portfolio changes for the quarter are shown 
in the table below. 


International Paper Co. 77,793 305,364 
Lilly (Eli) & Co. “B” 12,000 112,000 
Merck & Co., Inc. 225 125,225 
National Lead Co. 612 128,112 
National Steel Corp. 20,000 165,000 
Norfolk & West. Ry. Co. 5,000 150,000 
Owens-Illinois Glass 5,000 25,000 
Pfizer (Chas.) & Co., Inc. 246,900 
Philips’ Lamp Works 100,000 
Phillips Petroleum Co. 140,300 
Republic Natural Gas 87,500 
Republic Steel Corp. 140,000 
Shell Oil Company 222,440 
Southern Railway Co. 170,000 
Standard Oil Co. of Cal. 525,000 
Union Pacific R.R. Co. 440,100 
U. S. Steel Corp. 560,000 


Monsanto Chemical Co. 
National Cash Reg. Co. 
Newport News S.&D.D. 
Pfizer (Chas.) & Co., Inc. 
Seaboard Air Line R.R. 
Sunray Mid-Cont. Oil Co. 
United Aircraft Corp. 


| | 
20,000 80,000 20,000 130,000 
55,400 48,125 89,400 
90,000 8,000 70,000 
bing 10,000 110,000 23,800 246,900 
(kee 25,000 125,000 50,000 100,000 _ 
rae: 15,000 90,000 78,000 102,000 
35,000 75,000 22,000 78,000 


One of the strongest groups of stocks 
throughout the bull market has been the drug 
stocks. “Investors Advisory Institute, Inc.,” 
in a recent reappraisal of the market for such 
shares, pointed out that in 1950 earnings on 
a dozen leading ethical and proprietary drug 
concerns were capitalized at only ten times 
their then current earnings. 

In 1958 investors were willing to pay 16.5 
times earnings and, based on projected earn- 
ings for 1959, they were paying $22 for each 
dollar of net income likely to be reported, after 
taxes, by these very same companies. 

Helping to sustain the demand for drug 
company shares, its reappraisal notes, has been 
the introduction of new products, for animals 
as well as humans, a growing population, es- 
pecially in the age brackets that are the heaviest 
users of drug products, and a considerably 
stepped-up volume abroad. It estimates that 
pharmaceutical sales this year will exceed those 
of last year by about 8 per cent. 

It also adds that profit margins should re- 
main at their present relatively high levels and, 
with capital requirements not too burdensome, 


"3d DRUG INDUSTRY APPRAISAL 


drug company shareholders should find higher 
earnings and dividends this year. 

Sales strength, its survey states, should be 
found in several broad-spectrum antibiotics; in 
phenothiazine-derived tranquilizers; and in cer- 
tain other products such as oral diabetic, psychic 
energizer, higher-blood pressure, stomach ulcer 
and anti-cholesterols drugs. The market for 
corticosteroids should also show a particularly 
good gain. Product upgrading is expected to 
help improve 1959 reported earnings for drug 
companies, as should fewer foreign exchange 
write-offs this year than last. 

Areas which are expected to be under pres- 
sure include the narrow-spectrum antibiotics 
such as penicillin and streptomycin, bulk vita- 
mins, rauwolfia-based tranquilizers and the 
present form of polio vaccine. 

The ethical drug field is likely to see still 
further intensified price competition, which will 
serve as somewhat of a drag on profits, despite 
an enlarged sales volume. This does not hold 
true for the proprietary concerns, whose earn- 
ings are improving at a rate even more rapid 
than the sales rise. 


DIVERSIFICATION, AND M.LP. 


” 


The financial world is full of do’s and don'ts 
with relation to the stock market and everyone 
can draw up his own set of principles to govern 
his own trading. 

Two that are generally accepted, because 
they have proved to be of value, are diversifi- 
cation and periodic investing. Diversification 
grows out of the old saying that one shouldn't 
put all of one’s eggs in one basket. 

Corporations follow this as well as individ- 
uals. For fear one line of endeavor may en- 
counter too much competition, or run into a 
bad price situation or a shortage of raw’ ma- 
terials, corporate managements seek to mix 
their products. The theory is that profits from 
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some of the lines will carry the corporation 
over a period in which other lines may be 
suffering. 

The individual investor does the same, and 
while a speculator may risk all his savings on 
one stock, and make a killing, he may find he 
has guessed wrong and thereupon suffer a se- 
vere setback. So, the advice in the Street is 
to take on smaller amounts of varied risks, to 
buy shares in companies that operate in widely 
different fields. 

Periodic investing likewise has many pro- 
ponents and adherents. Rather than to try to 
guess the market by picking the highs or the 
lows of your favorite selections of stocks, it has 


I2la 


Q 


been found beneficial, especially during this 
long bull market, to invest a selected number 
of dollars every month, or to buy a selected 
number of shares each month, irrespective of 
whether you regard the general market as high 
or low. 

The former is called “dollar averaging” and 
the latter “share averaging.” A number of sta- 
tistical tables have been compiled to demon- 
strate that each has rewarded the careful in- 
vestor, always assuming he has selected shares 
of the better companies and does not get at- 
tracted into wild speculative issues. 

The application of the above two virtues to a 
specific case is contained in a brochure issued 
by the Stock Exchange firm of Vilas & Hickey 
in which John M. Beery, of its research depart- 
ment, makes an appraisal of Madison Funds, 
Inc. 

The brochure was not written with the single 
thought in mind of emphasizing these two 
points, but also because the firm, and the au- 
thor, regard Madison Fund as possessing an 


A NOTE OF CAUTION! 


Today's investor is worried and, in many cases, 
scared. Price/earnings ratios in such glamour groups 
as electronics, missiles and automation have soared to 
possibly astronomical heights. There is a welter of 
contradictory opinion as to “How high is up?” 

The average investor normally lacks the time and 
experience to search out the facts, as well as the 
requisite funds for wide diversification. Therefore, it 
seemed to us that this is a most propitious time to 
present a comprehensive study of one of the larger 
investment companies. It is well worth reading. Particu- 
larly by those interested in and who are most in need 
of continuous professional investment management. 


Advantages appear to us to be: 


1. Aggressive investment policies and 
broad diversification of risk. 

2. An excellent performance record in 
recent years. 

3. Available at less than net asset value, 
plus commissions. 

4. A prudent medium for self-em- 
ployed retirement programs and ed- 
ucational plans for children. 

5, Listed on the New York Stock Ex- 
change. 

We shall be happy to send you a copy of our 26-page 


brochure covering this stock, the purchase of which is 
recommended. 


Vilas & Hickey 


Members 
New York Stock Exchange—Ameriean Stock Exchange 
Midwest Stock Exchange 


26 Broadway, New York 4. N. Y, 
Telephone: HAnover 2-7900 


unusual appeal tor the discerning investor. 

The application of the two true and tried 
principles of investing are developed in the 
brochure, because the fund secures diversifica- 
tion through its interest in some 125 different 
securities, covering a wide range of industries, 
including a few “sleepers” as well as companies 
that are better known; and, because Madison 
is a closed-end investing company, listed on the 
New York Exchange, it is eligible for the ap- 
plication of that organization’s Monthly Invest- 
ment Plan, generally referred to as M.I.P. 

This plan, developed and sponsored by mem- 
ber firms, provides the machinery whereby an 
investor, large or small, can deposit a certain 
number of dollars with his broker every month 
toward the accumulation of shares of the com- 
pany of his choosing. In this manner he is dol- 
lar averaging. 

This encourages thrift through periodic in- 
vesting; it is entirely voluntary; and there is no 
penalty for cancellation. During the life of the 
program the investor receives all dividends, 
rights, or other values that may accrue to his 
stock. 

Mr. Beery emphasizes the point that self- 
employed individuals, such as doctors, dentists, 
lawyers, and other professional or businessmen, 
who cannot be their own employees and hence 
will receive no pension, must adopt their own 
do-it-yourself savings programs. 

In industry, tax deferment is permitted for 
persons whose employers have established 
qualified non-contributory employee pension 
plans. The professional man does not qualify 
for such favored tax treatment. Legislation has 
been introduced in Congress off and on over 
the last eight years to offset the tax disadvan- 
tage faced by the self-employed and one bill, 
the Keogh-Simpson Bill, passed the House last 
March. 

It is currently under hearings before the Sen- 
ate Finance Committee. The proposed legisla- 
tion would cover only a limited portion of self- 
employed income, however, but if passed it 
would open up a significant avenue of approach 
to retirement plans on a tax-deferred basis for 


doctors, dentists and other self - employed 


people. 
Mr. Beery recalls a recent survey conducted 
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safe... 
even in 

the presence 
of glaucoma.* 


comfortable... 


fast 
lief of 
20 l. Spasm 


and pai 


(20 mg. t.i.d.) 


Dicyclomine) Hydrochloride 


BENTYL acts swiftly to stop spasm, relieve 

pain. Dual antispasmodic action does it. 
G.I. smooth muscle is directly relaxed... para- 
sympathetic nerve impulses are selectively 
blocked. 
BENTYL surpasses atropine in efficacy,’ yet 
avoids the side effects.'* Blurred vision, dry 
mouth, tachycardia, urinary retention are absent. 


BENTYL does not dilate the pupil nor raise intra- 
ocular pressure and has been proved safe...even 
in the presence of glaucoma.* 


*Over one-million persons past 40 have glaucoma 
—a major cause of blindness. Incidence increases 
rapidly with age. Antispasmodics with ocular side 
effects can induce glaucoma attacks. BENTYL has 
been proved safe. 


1. Chamberlin, D. T.: Gastroenterology 17:224. 2. Hufford, A. R.: 
Am ] Digest Dis 19 257 ; Cholst, M . Goodstein, Ss 9 Berens, Cc 
and Cinetti, A.; J.A.M.A. 166-1276, 1958 TRADE MARR, 


for 
sedation 


BENTYL 
WITH 
PHENOBARBITAL 


THE WM. S. MERRELL COMPANY 


New York + Cincinnati « St. Thomas, Ontario 
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by the Bank of New York which found that 
fewer than three out of every ten self-employed 
professional men and women, of the over 6,000 
surveyed, have a planned retirement program 
of any kind. 

Madison Fund, he notes, qualifies as a ve- 
hicle through which diversification and periodic 
savings can be accomplished. He regards it 
as a sound investment that, incidentally, is cur- 
rently selling below its indicated asset value. 

Mr. Berry points out that the company has 
had a long and difficult road to travel in its 
transition from a quasi-holding company, under 
the domination of the Pennsylvania Railroad, 
to its present status as one of the leading 
closed-end, regulated investment companies. 

You may recall that what is now Madison 
Fund, Inc. had its genesis in 1929, as a holding 
company devised by the P.R.R. to invest in rail- 
road securities it could not own directly. Not 


until 1937 were any investments made outside 
of the railroad field. Official connection with 
the Pennsylvania Railroad ceased in 1939. In 
1957 the company elected to become a regu- 
lated investment company under the Invest- 
ment Company Act of 1940. The name was 
changed to Madison Fund and the latest earn- 
ings statement shows that only 8.24 percent 
of its portfolio assets, of $142,430,607, are in- 
vested in railroads. 

At the time Mr. Beery wrote his appraisal 
shares of the fund were selling at a discount 
of about 13 percent from their net asset value 
and he expressed the opinion there will be a 
further narrowing of this spread: “as an in- 
creasing number of investors evaluate the 
actual performance record of the management 
on both a current and historical basis, as to the 
fund itself and in comparison with leading 
open-end funds.” 


INTEREST RATES AND BUSINESS 


John W. Harriman, economist to Tri-Conti- 
nental Corporation, is convinced the Federal 
Reserve will pursue its present restrictive policy 
with respect to interest rates as long as busi- 
ness remains strong, but that it is just as cer- 
tain that this policy will be changed to one of 
credit ease when the economy shows signs of 
a reversal. 

Interest rates are high as a result of an ex- 
cess demand for funds, and he points out that 
such demand is natural in a period of economic 
expansion. 

In the latter part of such a period, he stated 
in a recent report on the business situation, 
“tight money appears as a casual factor, limit- 
ing further expansion and eventually contribut- 
ing to the reversal in general business and 
stock prices. In the three postwar recessions, 
1948-49, 1953-54 and 1957-58, tight money 
was a factor in the business and stock market 
declines. But the economy has only recently 
entered the second of the three phases in the 
prosperity phase of the Post World War II 
model of the business cycle. 

Dr. Harriman also noted controversy con- 
cerning the international economic position of 
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the United States. The decline in exports and 
the outflow of gold have called attention to the 
balance of payments problem and have created 
serious misgivings concerning possible detri- 
mental effects to the American economy. In 
the economist’s opinion, “the recent change in 
exports and imports does not prove that there 
has been a basic impairment of the competi- 
tive position of the United States. From a 
temporary standpoint, the change can be ex- 
plained by the facts that the marked increases 
in exports in 1956 and 1957 were caused by 
abnormal circumstances and the declines in 
1958 and early 1959 have been due in part 
to recession influences in other countries. 

From a more permanent standpoint, im- 
provement in the productive abilities of the 
Western European countries and of Japan has 
eliminated the special advantages which Amer- 
ican exporters enjoyed and has led to the estab- 
lishment of more keenly competitive condi- 
tions. Figures show that the United States has 
been able to hold a remarkably constant per- 
centage of both total and world exports and 
exports of manufactured goods. 


Continued on page 130a 
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first in preference for relief from cough 


quiets the cough and calms the patient 


Expectorant Sedative 
Antihistaminic Topical anesthetic 


PHEN ERGAN 
EXPECTORANT 


Promethazine Expectorant, Wyeth = 
with Codeine Plain (without Codeine) Philadelphia 1, Pa 


NEW NON-NARCOTIC FORMULA 
Pediatic PHENERGAN EXPECTORANT 


with Dextromethorphan, Wyeth 
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helps them weather the hay fever season 


ENADRYL 


ANTIHISTAMINIC-ANTISPASMODIC 


gives fast, comprehensive relief of allergic symptoms. At this time of 
year pollens from trees, grasses, or weeds cause distressing symptoms 
in allergic patients. You can help your patients to enjoy greater com- 
fort during the hay fever season by prescribing BENADRYL. Its 


potent antihistaminic action rapidly relieves nasal blockage, rhi- 


norrhea, sneezing, itching, and related allergic reactions, while its 
| ae atropine-like antispasmodic action swiftly suppresses bronchial and 
gastrointestinal spasms. BENADRYL H ydrochloride (diphenhydra- 
mine hydrochloride, Parke-Davis) is available in a variety of con- 
venient forms including: Kapseals,® 50 mg. each; Kapseals, 50 mg., 


with ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 


10 mg. per 4 cc.; and Emplets,® 50 mg. each, for delayed action. 
“ie For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,® 


10 mg. per cc.; and Ampoules, 50 mg. per cc. 


¢ 
“ IP): PARKE, DAVIS & COMPANY « DETROIT 32, MICHIGAN 
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EFFECTIVE 


—when the nerves play havoc with visceral smooth muscle 


Donnatal combines natural belladonna alka- 


“Particularly effective’? 

“Donnatal, a combination of natural bella- loids and phenobarbital in optimal synergistic 
donna alkaloids with phenobarbital, has 
been found particularly effective for the ratio for greatest antispasmodic efficiency. 
relief of pain associated with smooth muscle 
spasm of the gastrointestinal tract.” 


“Marked relief’’* 

“Tn the majority of cases the administration 
of Donnatal or Donnatal Extentabs gave 
marked relief in a short period of time.” 


“More effective”’* 
“Donnatal appeared to be more effective 
than either atropine or belladonna alone. senna Paps 
Capsule (extended 


“Satisfactory response’’* Elixir (Scc.) action tablet) 
Hyoscyamine sulfate 0.1037 mg. 0.3111 mg. 


“In general, one might conclude that about ; 
two-thirds of the patients of both sexes had 
a satisfactory response to this medication Phenobarbital (Y% gr.) 16.2mg. (% gr.) 48.6 mg. 
[Donnatal] regardless of the type of 
[gastrointestinal] disease they had.” 


References: 


1. Bankoff, M. L., and Kohrman, B. M.: Clin. Med. 
60:264 (May) 1953. 2. Barden, F. W., Hill, P. S&., 
Mahaney, W. F., and Cuneo, K. J.: J. Maine M. A. 45:11, 
1954. 3. Kilstein, R. I: Rev. Gastroenterol. 14:171, 1947. 
4. Marks, L.: Am. J. Gastroenterol. 27:180, 1957. 5S. 
Steigmann, F., and Kaminski, L.: Am. J. Digest. Dis. 
1:174, 1956. 


TABLETS - CAPSULES + ELIXIR - EXTENTABS 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 


Prescribed by more physicians than any other antispasmodic 
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CLINICALLY PROVEN—advance in’ 


MUSCLE RELAXATION 


“An excellent result, after methocarbamol administration, was obtained 
in all patients with acute skeletal muscle spasm.”’ 


First in prescription preference by physicians. 
@ Highly potent—and long acting." * 
® Relatively tree of adverse side effects.'*** 


@ in ordinary dosage does not reduce normal muscle strength 
or retiex activity.' 


®@ Beneficial in 94.4% of tested cases of acute back pain 
due to muscle spasm." **** 


Indications: 

Acute back pain associated with muscle spasm due 
to sprain, trauma, nerve irritation, discogenic dis- 
ease and postoperative orthopedic procedures. Also 
beneficial in strains, sprains, bursitis, fibrositis, 
torticollis, osteoarthritis, rheumatoid arthritis, 
“shoulder-hand” syndrome, and causalgia — in 
which disability of skeletal muscle is present. 


Supply: Ropaxin Tablets, 0.5 Gm. (white, scored) 
in bottles of 50. 

References: 1. Carpenter, E. B.: Southern, M. J. 51:627, 1958. 
2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. O’Doherty, D. S., 
and Shields, C. D.: J.A.M.A. 167:160, 1958. 4. Park, H. W.: 


es 167: 168, 1958. 5. Plumb, C. S.: Journal-Lancet 78:531, 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 


Methocarbamo! Robins U.S. Pat. No. 2770649 
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GUIDE FOR INVESTORS 


Based on recommendations of the 
Securities and Exchange Commis- 
sion in cooperation with the New 
York Stock Exchange, American 
Stock Exchange, National Associa- 
tion of Securities Dealers and others. 


1. Think before buying, guard 
against all high pressure sales. 


2. Beware of promises of quick 
spectacular price rises. 


3. Be sure you understand the risk 
of loss as well as prospect of gain. 


4. Get the facts—do not buy on tips 
or rumors. 


5. Give at least as much thought 
when purchasing securities as you 
would when acquiring any valuable 
property. 


6. Be skeptical of securities offered 
on the telephone from any firm or 
salesman you do not know. 


7. Request the person offering se- 
curities over the phone to mail you 
written information about the corpo- 
ration, its operations, net profit, 
management, financial position and 
future prospects. 


VANISHING MARKETS 


American industry is feeling the competition 
of foreign production, much of which is com- 
ing from mills and plants built with American 
dollars after the devastation of the war. Com- 
petition is not limited to foreign markets which 
previously have taken large quantities of our 
goods, but is also noticeable here on our own 
home ground. 

American exports have been falling off while 
imports of foreign goods have been rising. 
The steel industry has been hit hard by imports 
as well as by the strike during the summer. 

An advantage foreigners have on us is the 
low wages they pay for factory production. 
Thanks to us they have the latest in factories 
and in knowledge of engineering and operation 
of them. 

“Mill & Factory,” an industry magazine, 
takes a dim view of the situation. Its editor, 
Carl C. Harrington, holds that “what is hap- 
pening to American industry shouldn’t happen 
to a dog.” It is being run out of world mar- 
kets and is rapidly being run ragged in our 
own domestic markets.” 

“Foreign economies, largely rebuilt with U.S. 
dollars (75 billion of them) are turning out 
increasing quantities of quality goods,” says 
Mr. Harrington. 

“Lower foreign wage rates make such wares 
attractive to domestic markets. Trouble spots 
are machine tools, appliances, and mining.” 

The magazine holds that “it’s time we all 
took a long, hard look at Italian silk suits, 
Japanese cameras, French sport cars, and 
German hand tools. We are importing many 
steel items and more are being processed by 
foreign producers. 

Among these steel products are barbed wire, 
nails, reinforcing bars, and many others. 

“Take a look at a keg of nails being used 
on nearly any building project,” says Harring- 
ton. “Nine out of ten times they will have 
come from overseas. You will find foreign 
steel reinforcing rods being used as far west 
as Chicago. And even government agencies 
are not averse to buying less costly turbine 


generators from abroad.” 
Continued on page 136 
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From Pfizer Research 
a new drug for depression 


Although depression has been notoriously resistant 
to therapy, successful treatment is now possible 
with NIAMID, Pfizer's new full-range antidepressant. 


*Trademark for brand ot nialamide 
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the 


mood 


EFFECTIVE 


Unlike many previous antidepressants, 
NIAMID is clinically effective in a broad 
range of the more severe depressive 
states. 


In addition, a wide variety of the milder 
depressive syndromes, including masked 
depression, so frequently seen in general 
practice respond effectively to NIAMID. 
These include: depression associated 
with the menopause, postoperative 
depressive state, and senile depression ; 
depression accompanying chronic or in- 
curable illness, such as gastrointestinal 
and cardiovascular disorders, and inop- 
erable cancer. 


While tranquilizers have had some measure of effect on the anxiety component of 
depression, NIAMID now gives the general practitioner and the specialist an effective, 


The hepatotoxic reactions observed with 
the first of the monoamine oxidase in- 
hibitors have not been seen with NIAMID. 
Extensive testing in acute and chronic 
toxicity studies has demonstrated this 
distinctive freedom from toxicity. 


Moreover, during clinical trials of 
NIAMID by a large number of investiga- 
tors in several thousand patients,not only 
has no jaundice or other evidence of 
liver damage been reported, but only in 
a very few isolated instances has a hypo- 
tensive effect been noted. 


well tolerated drug which can be used with confidence in the treatment of a full range 


of depressive states. 


Start with 75 mg. daily in single or divided doses..After a week or more, adjust the 


dosage, depending upon patient reaction, in steps of one or one-half 25 mg. tablet. Once improve- 
ment is seen, gradually reduce dosage to a maintenance level. Many patients respond to NIAMID 
within a few days, others in 7 to 14 days. A few patients may require as much as 200 mg. daily 


’ us: Side effects are most often minor and mild, and usually may be modified by a 
reduction in dosage. Hypotensive effects have rarely been noted, and no jaundice or other evi- 


over a longer period of time before results are noted. 


dence of liver damage has been reported in patients receiving NIAMID. However, the possibility 
of hepatic reactions should be kept in mind, particularly in patients with a history of liver 


disease. 


epLy: NIAMID is available as 25 mg. (pink) and 100 mg. (orange) scored tablets. 


Already clinically proved in several thousand patients— 


Complete references and a Professional Information Booklet giving detailed informa- 


tion on NIAMID are available on request. 
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PfizeP Science for the world’s well-being 
PFIZER LABORATORIES, Division, Chas, Pfizer & Co., Inc., Brooklyn 6, New York 
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o prevent the 

sequelae of u.r.i. 
...and relieve the 
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Tetracycline-Antihistamine-Anaigesic Compound Lederle 


Tonsillitis, otitis, adenitis, 
sinusitis, bronchitis or pneu- 
monitis develops as a serious 
bacterial complication in 
about one in eight cases of 
acute upper respiratory 
infection.’ To protect and 
relieve the “cold” patient... 
ACHROCIDIN. 


Usual dosage: 2 tablets or 
teaspoonfuls q.i.d. (equiv. 1 Gm. 
tetracycline). Each TABLET 
contains: ACHROMYCIN® Tetra- 
Gycline. (125 mg.); phenacetin 
#20 mig); caffeine (30 mg.); sali- 
(150 mg.); chiorothen 
(25 mg.). Also as SYRUP 
Gemon-lime flavored), caffeine- 


*, 


’Based on estimate by Van Volken- 
Burgh, V. A., and Frost, Wo 
Am. J. lene 71:122 (an) 1933, 


LEDERLE LABORATORIES, 

a Division of 

AMERICAN CYANAMID COMPANY, 
Peari River, New York 


NOW...triple sulfa vaginal therapy 


in convenient tablet form 


Sultrin 


TRADEMARK 


triple sulfa vaginal tablets 


for simplified control of vaginal infections... 


“The clinical response obtained with the new 
vaginal tablet [SULTRIN] is comparable to that 
obtained with the same three sulfonamides in 
cream form. The vaginal discharge was rapidly 
controlled and the vaginitis and cervical erosions 
were cured in a high percentage of patients.”* 


One tablet intravaginally twice daily for 10 days. 
Course of treatment may be repeated if necessary. 


Box of 20 tablets with vaginal applicator. 


also available: Triple Sulfa Cream.t Large tube with or 
without applicator. 


*Taleghany, P., and Heltai, A.: Am. J. Obst. & Gynec., in press. 
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“Borrowers may balk at the persistent up- 
trend in interest rates, but it means good busi- 
ness for the banks,” says “The Value Line 
Investment Survey.” The highest borrowing 
charges in several decades are producing a 
corresponding advance in bank earnings. Re- 
turns on the bank’s investment securities 


The soundest reason for a stock going up 
is a rising trend of earnings. It isn’t the only 
reason, however. 

Another one, which has come to the fore in 
the last year or two, is a company’s ability to 
generate cash. It may have a long string of 
deficits but if it is able to lay its hands on 
cash it has an appeal for the speculative com- 
munity. In fact an accumulated deficit may 
have an attraction also, for it means no cor- 
porate income tax for a time and, if merged 
with a company that makes money the new 
combination can use the red figures. 

Possible sources of cash may be listed as 
follows: the possession of properties that can 
be sold for dollars in the till; depletion and 
depreciation allowances that permit the reten- 
tion of a good portion of operating income; 
and a large tax loss credit that can be carried 
forward for years. 

Stated another way, if a corporation can 
obtain earnings, however small, by acquiring 
another business or businesses, and can make 
good charges for depreciation and depletion; 
and can liquidate some of its real assets, then 
it can generate capital. Add to this that its 
tax-loss carry forward is such that it can ignore 
Uncle Sam’s corporate income tax for a period 
of years, and you have a combination dear 
to the heart of a market speculator. 


RISING BANK EARNINGS 


CASH GENERATION 


(principally government and municipal bonds ) 
are likewise climbing. 

The full effect of these increases will be felt 
in the coming months, as loans expand and 
investment portfolios are “rolled over.” Thus 
earnings are likely to continue to rise even 
after the advance in interest is halted. 


An essential is that the management display 
ability to acquire new properties, at advan- 
tageous prices, that will make the cash register 
ring. Chances favor it in this quest, for it has 
something to sell—its long list of deficits which 
provide a tax shelter. 

Indeed we might say that Uncle Sam, with 
his tax on corporate profits, and the steady 
trend toward world-wide inflation, has done as 
much as anything to make the sophisticated 
speculator look more to “cash generation” than 
to prosaic current earnings, dividend rates and 
yields. 

The unsophisticated might better give heed 
to the old rules of the analysts’ profession, for 
undue haste to get into a situation that labels 
“cash flow” as the sole reason for risking one’s 
savings, unattended by the true and tried at- 
tributes of solid earning power established over 
a number of years, may be tantamount to 
heeding the call of the sirens. 

There have been fantastic profits in a num- 
ber of cases. The practice is growing in popu- 
larity, as investors see bonds sinking to a level 
where they yield far more than stocks; and 
the stocks that have the most appeal are those 
that offer growth, or a special inducement, in 
lieu of liberal dividends. 

A discussion of a specific case in this respect, 
was contained in a recent analysis of Glen 
Alden Corporation, written by S. D. Slater of 
Eastman Dillon, Union Securities & Co. Mr. 


Continued on page 140a 
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long-acting 


antihistamine 


USES: ‘Perazil’ relieves the symptoms of 
sneezing, “incessant” itching, inflamed 
eyes, rhinorrhea, itching eyes, nose and 
throat, associated with: 

Hay Fever + Pollenosis * Pruritus 
* Urticaria * Vasomotor Rhinitis + 
Allergic Dermatitis * Drug Sensitivity 


ADVANTAGES: ‘Perazil’ is both prompt 
and prolonged in effect, providing sympto- 
matic relief lasting 12 to 24 hours from a 
single dose. 


PRECAUTION: When drowsiness does 
occur it is generally mild and the usual 
precautions should be observed. No toxic 
effects related to either the blood-forming 


organs or the cardiovascular system are 
produced. 

DOSAGE: Adults and children over 8 
years, 50 mg. once or twice daily as re- 
quired, The dose may be increased in 
severe cases. 

Children from 2 to 8 years, 25 mg. (one 
sugar-coated tablet) once daily. 

Infants up to 2 years, 124 mg. (one quar- 
ter of a 50 mg. tablet) crushed and mixed 
with a spoonful of jam or syrup. 
SUPPLIED: Tablets of 25 mg., sugar- 
coated, bottles of 100 and 1000; 50 mg., 
scored, bottles of 100 and 1000. 


“PERAZIL’® brand Chiorcyclizine Hydrochloride 


& BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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Gifts and Prizes 
for Doctors 


. . - handcarved wooden miniatures by old world craftsmen 


Imported from Europe, these richly detailed, hand-painted figures make ideal 


conversation pieces, gifts, bridge prizes, etc. and they add a bright note to any 


home or office. 


Each 7 inches high—$7.95 postpaid, or $7.45 each when ordered by the dozen. 


Also available in moulded sculptulite—5% inches high—$4.75 each or $4.25 


each by the dozen. Postpaid. 


Replicas of 12 different figures for your choice—Gynecologist (M1), Pediatri- 
cian (M2), Psychiatrist (M3), General Practitioner (M4), Surgeon (M5), 
Orthopedist (M6), Ophthalmologist (M7), Ear, Nose and Throat Specialist 
(M8), Dentist (M9), Radiologist (M10), Pharmacist (M11), Veterinarian 


(M12). 


Money promptly refunded if not satisfactory. 


PLEASE ORDER BY NUMBER 


Immediate Delivery 


MEDICAL TIMES OVERSEAS, INC. 
Dept. GM, 1447 Northern Boulevard, 
Manhasset, N. Y. 
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TA i G ET - 0 N specifically on the large bowel 
selective peristaltic stimulant - smooth, overnight action 
- no griping - well tolerated - non-habituating 
Available in 75 mg. scored tablets and suspension. 


U, 8-dihydroxyanthraquinone) 


< | Viv “lil Double-strength capsules for maximum economy 
(Dorbane, 50 mg. + diocty] sodium sulfosuccinate, 100 mg.)* 


4 Wit For lower dosage and in children. 
eu Available in capsules and suspension. 


(Dorbane, 25 mg. + dicetyl sodium sulfosuccinate, 50 mg.)* 


*In proportions proved optimal by clinical trial! in over 550 cases. 
(Marks, M. M.: Clin. Med. 4:151, 1957.) 


/ Schenfabs SCHENLABS PHARMACEUTICALS, INC » New York 1, N.Y. Manufacturers of NEUTRAPEN® for penicillin reactions. 


Far. OFF. DORBANTYL FORMULA PATENTED 
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Slater grants that “risks inherent in this situa- 
tion are large,” but adds, “the stock appears 
to be an unusually attractive special situation.” 

He refers to what happened in Philadelphia 
& Reading, originally a producer of coal, as is 
Glen Alden. P. & R., sold at 17 in 1956, 
and hit 130 this year before being split two- 
for-one. 

Glen Alden has a tax credit of $14,600,- 
000. The cost basis of its properties for tax 
purposes is much higher than its book cost. 
He suggests its “tax shelter” may reach the im- 
pressive figure of $50,000,000 to $60,000,000. 

Since it merged with List Industries it is in 
a position to make profits. (The company, 
before the merger, had a string of operating 
deficits from 1952 through 1958, except for 
the single year of 1956.) As of December 


31, 1958, what is euphemistically called its 
surplus account, showed an accumulated deficit 
of $29,733,112. 

That was before it joined List Industries, 
and Mr. Slater foresees great good. He en- 
visions a situation where an estimated $90,- 
000,000 in cash resources available this year 
to the List management may produce pre-tax 
earnings, as and when invested in the neigh- 
borhood of $2.50 a share. Added to an esti- 
mated net of $1.50 a share from present facil- 
ities, he sees a potential of $4 a share. He 
adds that, “Eventually Glen Alden might de- 
velop earnings in the $5 to $6 area, as sub- 
stantial amounts of additional cash from in- 
ternal sources, and from the liquidation of 
properties after 1959, are made available for 
profitable investment.” 


TAX EXEMPT DIVIDENDS 


For various reasons some cash dividends 
are free or practically free from Federal in- 
come tax. As a result, many investors, espe- 
cially those in the higher tax brackets, find 
stocks that pay tax exempt dividends attrac- 
tive for income as well as moderate capital 
growth. 

In the case of many public utilities, a por- 


BURNET'S LIST 


ATLANTIC CITY 
ELECTRIC 

CALIFORNIA ELEC- 
TRIC POWER 

DETROIT EDISON 

ELECTRIC BOND & 
SHARE 

EL PASO NATURAL 
GAS 

NEW ENGLAND 
ELECTRIC 

NIAGRA MOHAWK 

PACIFIC POWER 
& LIGHT 

UNION ELECTRIC 

UNITED CORP. 


tion of the dividend is not subject to tax be- 
cause of accelerated amortization of facilities. 

The firm of W. E. Burnet & Co., New York, 
has listed the following, which it regards as 
some of the more attractive in the group. All 
paid at least a partially tax free dividend in 
1958 and the firm believes they are likely to 
do so for some time to come. 
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me PRICE DIVIDEND DIVIDEND TAX FREE YIELD 
ms + 45 $1.50 70.0% 3.3% 
co 20 80 79.0 4.0 
43 2.00 98.5 46 
* 33 1.40 100.0 4.2 
Mee 32 1.30 84.0 4.1 
20 1.00 27.7 5.0 
37 1.80 77.2 48 
ao 39 1.60 100.0 41 
32 1.52 58.0 4.7 
9 35 100.0 3.9 
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THE MOST SIGNIFICANT IMPROVEMENT IN 
ANTACID THERAPY SINCE THE INTRODUCTION 
OF ALUMINUM HYDROXIDE IN 1929 


Acid neutralization with 10 leading antacid tablets” " Duration of action at pH from 3 to 5* 
(per gram of active ingredients) (per grem of active ingredients) 


9 
widely 
prescribed 
antacid 
tablets 
10 20 30 40 50 60 

Tapiets were powdered and suspended in distilied water in a constant temperature "Hinkel, E. T., Jr, Fisher, and Tainter, M. L: A new highly reactive aluminum hydroxide 

container (37°C) equioped with mechanical stirrer and pti electrodes. Hydrochloric complex for gastric hyperacidity To be published 

acid was added as needed to maintain pH at 3.5. Volume of acid required was “oH stayed below 3. 


recorded at frequent intervals for one hour. 


Each Creamalin Antacid Tablet contains 320 mg. specially processed, highly reactive, short poly- 
mer dried aluminum hydroxide gel, (stabilized with hexitol), with 75 mg. magnesium hydroxide. 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

3. Neutralizes acid longer (more lasting relief) 
4. No constipation - No acid rebound 

5. More pleasant to take 


— Adult Dosage: Gastric hyperacidity—2 to 4 
_ tablets as necessary. Peptic ulcer or gastritis 


—2 to 4 tablets every @vo to feyt hours. 


No chalky taste. New CreaMa in tablets are not. Tablets may be chewed, swallowed with 
: : water or milk, or allo@ed to dissolve in 

chalky, gritty, rough or dry. They are highly pal- 

atable, soft, smooth, easy to chew, mint flavored. Supplied: Bottles of 50, 100, 200 and 1000. 


()[Jnithorop LABORATORIES + NEW YORK 18, NEW YORK 


CREAMALIN NEUTRALIZES MORE ACID FASTER () CREAMALIN NEUTRALIZES MORE ACID LONGER 
Quicker Relief» Greater Relief More Lasting Relief. 
> 
300 
acid i “yi 10 20 30 40 $0 60 
240 > 
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THIS 
VROCHE 
HELPS 
CONTROL 


COUGH promptly curbed by homarylamine—non-narcotic antitussive with the 
approximate potency of codeine. 

INFECTION combated by three nonsystemic antibiotics—each active against 
common mouth and throat pathogens, all with relatively low sensitization 
potentials. 

IRRITATION soothed by benzocaine—a topical anesthetic that promotes pro- 
longed relief of inflamed or irritated tissues. 


PEN TAZE TS troches 


Homarylamine - Bacitracin - Tyrothricin - Neomycin - Benzocaine 


NEW PINEAPPLE FLAVOR Overwhelmingly selected by a taste panel. 
Available to your patients on your prescription only. 

DOSAGE: Three to five troches daily for three to five days. 

SUPPLIED: Vials of 12. 


GD MERCK SHARP & DOHME Wisin oF MERCK & CO., Inc. PHILADELPHIA 1, PA 


Pentazets is a trademark of Merck & Co., Inc. 
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I can't sleep...” 


in the depressed, unhappy patient 


PROMPTLY IMPROVES MOOD 


without excitation 


* Acts fast to relieve depression and its common symptoms: 
sadness, crying, anorexia, listlessness, irritability, 
rumination, and insomnia. 


* Restores normal sleep—without hang-over or depressive 
aftereffects. Usually eliminates need for sedative-hypnotics. 


EFFICACY AND SAFETY CONFIRMED IN OVER 3,000 
DOCUMENTED CASE HISTORIES."*?* 

Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 

this dose may be gradually increased up to 3 tablets q.i.d. for depression 
Composition: Each light-pink, scored tablet contains 1 mg. 


2-diethylaminoethyl benzilate hydrochloride (benactyzine HC!) & at 
epro 


References: 

1. Alexander, L.: J.A.M.A. 166:1019, March 1, 1958. 

2. Current persona! ions; in the tiles of Wallace Laboratories. @*wWALLACE LABORATORIES, New Brunswick, N. 7. 
3. Pennington, V.M.: Am. J. Psychiat. 115:250, Sept. 1958 mann 
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WE’RE WELL INSURED 


The life insurance industry is one that can 
start using the word “trillion” instead of the 
prosaic billion. At least it can use half-trillion, 
for that is the amount of life insurance it tells 
us the American public carries. 

The Institute of Life Insurance says that as 
of June 30, ownership of insurance with legal 
reserve life companies was at a record $515 
billion or $21 billion more than at the start of 
the year. This represents an average of $9,000 
for every family in the country or more than 
$11,000 per insured family. 

Holgar J. Johnson, Institute president, noted 
that life insurance ownership in the past 10 
years has more than doubled. 

During the first half of 1959 purchases of 


new life insurance are placed at $32 billion, 
slightly under the amount bought in the first 
half of 1958. 

Contributing to the record total was the 
larger average size of the purchased policy, said 
the Institute. 

The Institute estimated that payments to 
American policyholders and beneficiaries from 
their life policies reached a new peak level of 
$3,785,000,000 in the first half of 1959, up 
$135 million from a year ago. 

Death benefit payments, reflecting a lowered 
death rate this year, totaled $1,560,000,000, 
up $80 million from a year ago, reflecting 
greater volume of insurance on the books, the 
Institute said. 


SIGN YOUR NUMBER 


There may come a day when we will go 
through life with a number, which will be more 
important than a name. So indicates Talbot T. 
Speer, president of Baltimore Business Forms 
Co. The number would serve for identifica- 
tion and registration purposes where modern 
automation requires a code instead of a name. 

Mr. Speer, speaking at an annual round-table 
panel sponsored by Dun’s Review, said each 


person would be assigned the number at birth. 
Digits or letters would be added to indicate 
business, postal area, marital status, dependents 
and characteristics. 

“While I’m sure that proud momma will call 
her little darling John or Joe or Harry just as 
she always has, the fact that he will also be 
2376YT46 will make life a lot easier for him 
as well as for his government and his economy.” 


THE COST OF RETIRING 


You may be richer than you think, thanks 
to sovial security, says a noted mutual fund 
company. 

If you earn as little as $80.77 a week you 
are building up a big annuity through your 
weekly payments deducted from your pay. 

Here is the way the firm of Hugh W. Long 
& Co., sponsors of Diversified Investment Fund, 
figure it out: 

“A 65-year-old man would need about $17,- 
700 to buy an annuity that would pay him as 
much for life as his $116 a month from social 
security. 

“A couple, both aged 65, would need $28,- 
750 to buy life annuities that would pay $174 


a month as long as both lived and $87 a month 
to the survivor. 

“In both these cases, they would be using 
capital. When they died payments would cease 
and the policies would have no residual value.” 

If one wanted to have the income derived 
from capital that would not be consumed, the 
single man would need $34,800 at 4 percent 
and the couple $52,200 at 4 percent. 

Admitting that social security benefits are 
a valuable foundation for a retirement plan, the 
Long firm in its publication “The Long View,” 
questions if one can retire on social security 
alone in view of the dollar shrinkage from 100 
cents in 1939 to 48 cents today. 
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BACKGROUND FOR CONFIDENCE 


The professional carbohydrate 
for milk modification 


Dextri-Maltose’ 


Carbohydrate formula modifier, Mead Johnson 


Cow’s milk, water and carbohydrate —the one system 
of infant feeding that consistently, for over four 
decades—has received universal pediatric recognition. 
No carbohydrate employed in this system of infant 
feeding enjoys so rich and enduring a background of 
clinical acceptance as Dextri-Maltose. 


Dextri-Maltose is 

non-sweet... won't develop “sweet tooth” 

@ economical ... costs only pennies a day 

@ easy-to-use...dry powder form is easy to measure 
accurately; dissolves readily 


Mead Johnson 


Symbol of service in medicine 


— 
| 
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United Business Service, Boston, looks for 
a new high in the production of paper this year 
but believes profits will be held back because 
of the pressures of competition and rising prices. 
It points out that the industry set a production 
record of some 8.2 million tons in the first 
quarter of 1959. In May mills were operating 
at 95 percent of capacity, the highest rate since 


LARGER OUTPUT OF PAPER 


1957, though actual production is now larger 
due to plant expansions and additions in the 
past two years. 

Newsprint has been a weak spot in the in- 
dustry. However, with general business in an 
uptrend, and advertising outlays likely to go 
higher, the second half outlook for newsprint 


is very encouraging. 


Inquiries are received from a number of investors asking 


for information regarding specific securities. Answers are 
presented here on the basis of information received from 


American Steel Foundries—A reader asks 
what should be done about it. That’s a leading 
question. We see no reason to reach for the 
stock. It has done somewhat better recently 
and has received considerable publicity on a 
new experimental process for making steel 
billets. 


Mack Trucks, Inc.—Its outlook this year is 
good. It is the largest manufacturer of diesel- 
powered trucks. During the first quarter this 
year it made new highs in sales and earnings. 
Last year’s earnings of $3.03 a share should 
be well topped this year, with some estimates 
running to $5.25 a share. 


Armour & Co.—Earnings for the first half 
of its fiscal year were 88 cents a share against 
41 cents a year ago. Pre-tax earnings were up 
163 per cent, rising to $9,225,000 from 
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recognized analysts and represent their considered opinion. 


$3,504,000. Armour Chemical Industries ac- 
counted for most of this. The food division 
presents more problems, and two months ago 
the company discontinued operations in seven 
of its 32 slaughtering plants. There are signs 
the squeeze in the beef products line is dimin- 
ishing, leading to estimates of $2 a share or 
better this year against $1.07 last year. 


Wheeling Steel Corp.—The stock appears 
to have speculative possibilities. It is far from 
being the best known and most respected in 
its industry. A factor to be considered is that 
it completed a good part of its cost reduction 
program when the steel industry was in its 
post-war slump. Normal operations in the in- 
dustry hold out the promise that Wheeling will 
be able to cash in on its previous expenditures. 
Over the last ten years it has made progress. 
It counts heavily on a method it has for using 
oxygen in steelmaking. The company is both a 
producer and a fabricator. It specializes in light, 
flat-rolled steels and items formed therefrom. 

Continued on page 154a 
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AEROPLAST® surgical dressing 


shuts out Staphylococcus aureus—and all other contami- 
nants—with the speed of a spray . . . with the strength 
of plastic. The sprayed-on Aeroplast film forms a trans- 
parent occlusive barrier which provides “a window on 
the wound” permitting visual inspection at any time... 
yet protects the incision against contamination and 
irritation from exudates, urine and feces. Aeroplast’s 
yellow tint helps to define the area dressed . . . aids in 
controlling application. 
Literature is available on request. 


New 16 mm. color-sound film: 
“The Use of Aereplast Dressing 
in Surgical Wounds,” is available 


for showings on request. 
Ra is not required. 


eferoplasty CORPORATION, 420 Delirose Avenue, Dayton 3, Ohio 


®Acroplast — Pat. No. 2,804,073 
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over a cup of coffee... 


INTERN: I've been wondering why you pre- 
scribed azorrex for the cystitis case. Are all 
three agents — tetracycline, sulfa and azo dye 
— really necessary? 


ATTENDING MAN: Well, whenever I treat 
a urinary infection, [ have three things in 
mind. First, I want to relieve pain, frequency 
and urgency as soon as I possibly can. Next, I 
want to eliminate the bacteria in the urine 
and easily accessible pathogens in the mucosa. 
Finally, I'd like to clear up the deeper foci of 
infection and thus help prevent recurrence, 
With azorrex, I have a good chance of accom- 
plishing all three. 


INTERN: I can go along with AzoTrex as far 
as relief of symptoms is concerned. The azo 
dye is a good urinary analgesic, so I agree with 
you on the relief of pain. Also I know that 
some patients get reassurance from the change 
in color of the urine. 


But, why treat the infection with both tetra- 
cycline and sulfamethizole? Combination anti- 
bacterial therapy has come under some edito- 
rial fire recently. You know—no synergistic or 
additive effect in most cases. Generally, we're 
supposed to use the single antibiotic or sulfa 
which the “bugs” are most sensitive to. 


ATTENDING MAN: Lagree wholeheartedly. 
That's why I sent a specimen to the lab for 
culture and sensitivity. But right now we 
don’t know the organisms involved, and it’s 
going to be 2 or 3 days before we get the 
lab report. 


When I have to work in the dark, I want as 
broad antibacterial coverage as possible. More- 
over, if this is a mixed infection — and these 
are fairly common — our chances are likely to 
be better with a combination like AzorrRex. 
Tetracycline and sulfamethizole are effective 
against many strains of staph, strep, proteus 
and pneumococci. Rhoads recommends this 
type of combination therapy for Pseudomonas, 
A. aerogenes, B. faecalis and E. colli. 

So I figure AzorrREXx is a good way to start. 
Should the sensitivity tests indicate that 
another antibacterial agent is preferable, we'll 
switch to that. 
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INTERN* You also said something about 
deeper foci of infection in the kidney . . . ? 


ATTENDING MAN: We are both aware that 
a foreign body or obstruction will cause 
persistence of the infection and should be 
attacked directly. However, infection may per- 
sist or recur even in their absence. 


Kass has suggested that this may be due to 
inadequate drug levels in tissues with a poor 
blood supply. Such circumstances may account 
for the reappearance, even after apparent 
sterilization of the urine, of the original organ- 
ism with the same antibiotic sensitivity. Also, 
inadequate local tissue concentrations might 
fail to kill all bacteria and encourage the 
emergence of resistant strains. In Kass’ view, 
high blood levels of drug are necessary to per- 
mit penetration of sufficient amounts to be of 
therapeutic value. 

Tetracycline—especially in its phosphate form 
—is rapidly absorbed from the G. I. tract and 
produces high blood and tissue levels. Accord- 
ing to Mason, sulfamethizole is one of the 
most soluble sulfonamides; this means high 
urinary antibacterial concentrations without 
crystalluria. I'd suggest you look this up in 
the U. S. Dispensatory and in N. N. D. 


INTERN: O. K., I'll look it up. In the mean- 
time I'll try to keep an open mind. 


\TTENDING MAN: So far, we've talked 
only about “bugs and drugs”. Let's not forget 
we're dealing with a sick person who will have 
to take medicine for a long time. It’s a lot 
easier and more convenient to take one cap- 
sule instead of three. Now, how about another 
cup of coffee? 


Azotrex 


LINE — SULFONAMIODE — 


AZOTREX CAPSULES 
Each capsule contains: 
TETREX®® (tetracycline phosphate complex 
equivalent to tetracycline 
HCI activity) ................ mg. 
Sulfamethizole 250 mg. 
Phenylazo — diamino — pyridine HCI 50 mg. 
Minimum Adult Dose: One capsule q.i.d. 
Supplied: Bottles of 24 and 100 capsules. 


U.S. PAT. HO. 2,791,608 


References: Rhoads, P. S.: Postgrad. Med. 21:563 (June) 1957; Kass, E. H.: Am. }. Med. 18:764 (May) 1955; 


Mason, J. T. in Conn, H. F.: Current Therapy—1959, W. 


B. Saunders, Philade 


phia, p. 342; Osol, A. and 


Farrar, G. E., Jr., Eds.: The Dispensatory of the United States of America 25th edition, Philadelphia, J. B. 
Lippincott Co., 1955, p. 1881; New and Nonofficial Drugs 1959, Philadelphia, J. B. Lippincott Co., p. 60. 
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Before Esidrix: 
Weight 176 Ibs. 


27 pounds lost 1n 19 days; ascites and 


RECORD OF TREATMENT (At a leading New York City hospital. Photos used with permission of the patient.) 


Date 3/3| 3/4| $/6| 3/7| $/8| 8/12] 16 13/17|3/18 13/19 [8/20 |3/21 13/22 |3/ 23 
4 Weight 
(pounds) | #78] 176] 170 | 169 | 167 | 159 |158) 158 | 157 | 153 | 155 | 155 | 156 | 154 |153 /154 |153 151 [149 
4 Rx M* Esidrix 50 mg. b.i.d. 
* Mercurial diuretic 


(hydrochlorothiazide CIBA) 


pre-eminently effective whenever diuresis is desired 


Indicated in: congestive heart failure . . . nephrosis and nephritis 
toxemia of pregnancy . . . premenstrual edema . . . edema of 
pregnancy . . . steroid-induced edema . . . edema of obesity 


Supplied: Esidrix Tablets, 
25 mg. (pink, scored) 

and 50 mg. (yellow, scored); 
bottles of 100 and 1000. 
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After 19 days on Esidrix: 
Weight 149 Ibs. 


pedal edema reduced with Esidrix 


H. K., 44 years old, was admitted 
to the hospital on 3/3/59 with 
complaints of swollen abdomen, 
swelling of both legs and exer- 
tional dyspnea. These symptoms 
had been intensifying over a 
three-week period. The patient's 
history included heavy drinking 
since the age of 18, and one prior 
admission to the hospital in 1954 
with ascites and pedal edema. 
Diagnosis, at that time, was Laen- 
nec’s cirrhosis, and the patient 
responded well to a regimen of 
diuretics, salt restriction and mul- 
tivitamins. There was no recur- 
rence up to that leading to his 
current admission. 
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Clinical findings worthy of note: 
Eyes — conjunctivae and sclerae 
slightly icteric. Chest—diaphragm 
elevated. Abdomen — girth en- 
larged, definite fluid wave. Liver 
palpated 4 fingerbreadths below 
the costal margin; no other pal- 
pable viscera. Extremities—pedal 
edema (4+). 


The patient is well developed and 
not in acute distress. Blood pres- 
sure, 140/80 mm. Hg; pulse, 
112/min.; respiration, 20/min. 
Impression: Laennec’s cirrhosis — 
decompensated. 


Treatment: Mercurial diuretic on 
3/3 and 3/4, followed by Esidrix, 
50 mg. b.i.d., from 3/5 to 3/23 
when patient signed out of hos- 
pital. Esidrix induced copious 
diuresis resulting in almost com- 
plete disappearance of edema. 
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CHELATED 
FOR 
MORE i 
EFFICIENT 
ORAL 
THERAPY 


m= outstandingly free from g.i. irritation ® does not 
stain teeth [when given as a liquid] ™ can be taken 
any time — between meals without irritation, or at 
mealtime without impaired utilization ® compatible 
with ulcer medication, and does not cause added 
irritation m safest iron to have in the home because 
of chelate-controlled absorption ® and — clinically 


confirmed as an effective hematinic [Franklin et al: JAMA. 
166:1685, 1958) 


CHEL-IRON 


Tablets — 1 tablet t.i.d. furnishes 120 mg. iron 


Trademark 


Pediatric Drops — 1 cc. furnishes 25 mg. iron NW, 
Liquid — 1 tsp. (5 cc.) furnishes 50 mg. iron 

also: CHEL-IRON PLUS Tablets — chelated iron plus B12, 

folic acid, other B vitamins, and C. PAGE 681 


) KINNEY & COMPANY, INC. GOLUMBUS, INDIANA 


“Chelate” describes a chemical structure in which metallic ions are “encircled” 
and their physicochemical properties thereby altered. Chelated iren (as iron 
choline citrate") is unusually soluble; nonionizable; not precipitated by variations 
in g.i. tract pH, protein, phosphate, or alkali; yet is readily available for hemo- 
Poiesis on physiologic demand. 


PAT. 2,575,028 


MEDICAL TIMES 


ee Brand of Iron Choline Citrate* to give oral iron 
152a 
il 


The patient with gastrointestinal 
dysfunction often finds the printed 
page blurred like this, because of 
the side effects of some antispas- 
modics. He may be so disturbed that 
he abandons treatment. But you can 
provide safe, effective relief of pain 
and spasm without risk of blurred 


vision with... 


Milpath 


®Miltown + anticholinergic 


direct antispasmodic action plus control 
of anxiety and tension without blurred 
vision, dry mouth or loginess associated 
with barbiturates, belladonna and bro- 


mides. now two forms for adjustable dosage 
MILPATH-400-Each yellow, scored tablet contains meprobomate 
400 mg. and tridihexethy! chloride 25 mg. Bottle of 50. 
DOSAGE-—1 tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200-Each yellow, coated tablet contains meprobamate 
200 mg. and tridihexethy! chloride 25 mg. Bottle of 50. 
DOSAGE —1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


WALLACE LABORATORIES New Brunswick, N. J. 
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For the speculatively minded, it offers a run 
for your money. 


American Seal-Kap Corp.—Here is a case 
of vastly improved earnings. The Street looks 
for $2 a share, against a meagre 8 cents last 
year. Sales are projected at better than $34,- 
000,000 compared with $23,860,000. Develop- 
ment of a number of new products in the 
packaging division, and an important new 
vulcanizing machine developed by its 51 per- 
cent controlled subsidiary, National Rubber 
Co., are mainly responsible for the improved 
picture. 


Continental Can Co.—Along with the other 
can companies, it has felt the competition of 
large customers turning to the manufacture of 
their own containers. Lucius Clay, Continental’s 
Chairman, points out that this loss has been 
more than offset by the use of cans for other 
purposes. Percentagewise he says the number 
of cans made by users is less today than it 
was in 1947. There has been price softening 
but an offset is the higher volume and con- 
tinuing cost reductions. 


W. R. Grace & Co.—Generally 
known as an industrial and shipping 
concern, this 105 year old company 

has been pursuing an ambitious diversification 
program, especially in the chemical field. 
Chemical operations last year contributed more 
than half its earnings and about 60 per cent 
of its cash flow. It is an interesting speculation 
for the investor who isn’t in a hurry. 


Ohio Oil Co.—It is certainly a fine company 
and possesses a strong financial position. It 
appears to be a sound investment. Nothing we 
have seen leads one to believe it is going to 
be a market leader. Not every one in Wall 
Street looks for the hot-shots. Its earning pic- 
ture is favorable, with $2.75 to $3 a share 
indicated for this year’s earnings, against $2.45 
in 1958. 


Catalin Corporation of America—It has not 
yet produced significant earnings results from 


its expansion program. Wall Street estimates, 
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however, are that sales this year will reach a 
record of $25,000,000 and this should produce 
earnings of above 50 cents a share, which could 
lead to a dividend increase. Its expansion pro- 
gram has centered on the development and sale 
of n@w specialty chemicals and resins, in which 
there* are’ growth possibilities and a potential 
for improved profits. It is not an issue for 
widows and orphans. 


Daystrom, Inc.—It has ten 

divisions which cater to the 

consumer, industrial and mili- 

tary markets. Electronic and 

electrical products account for about 90 per 

cent of its sales, and it is also a furniture man- 

ufacturer and is well known because of its 

Heath division, which is prominent in the do- 

it-yourself movement. Its progress was inter- 

rupted in the fiscal year ended last March but 

this year there has been a distinct improve- 

ment, leading to estimates that net per share 

will return to the $2.77 made in 1957. It is 

a well managed company and conducts an 
extensive research program. 


Garrett Corp.—It is a leading manufacturer 
of high-speed and high-altitude equipment for 
aircrafts and missiles. The success of its re- 
search is manifested by the fact that it de- 
veloped nearly every device which it sells. Its 
financial position is satisfactory and it appears 
to be a good business-man’s risk. 


United States Rubber Co.—There is a growing 
tire replacement market and this should help 
this company as well as its competitors. A plus 
factor is its recent development of a natural 
type rubber under a joint program with Shell 
Oil. Earnings appear to be in an upward curve 
and the company’s outlook is favorable. 


James Talcott, Inc.—Primarily this com- 
pany was a factor serving the textile industry. 
Now it has a commercial finance division, the 
factoring division, and an industrial time sales 
division. The two newer divisions have been 
responsible for its rapid growth the last few 
years, and this appears likely to continue. 


Investing continued on page 158a 
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in check 


around the clock 


PRELUDIN 


brand of phenmetrazine 


ENDURETS 
prolonged-action 


New long-acting PRELUDIN ENDURETS 
offer you a new method...a more 
convenient method...of administering 
this well-established, reliable 
appetite-suppressant. The new ENDURETS 
form virtually eliminates the vexing 
problem of the forgotten dose because... 
just one PRELUDIN ENDURET taken 
in the morning generally curbs the appetite 
throughout the day. 
PRELUDIN ENDURETS afford greater 
convenience for your patient... 
added assurance to you that medication 
is being taken as prescribed. 
PRELUDIN® (brand of phenmetrazine hydrochioride) 
ENDURETS."~ Each ENDURETS prolonged-action tablet 
contains 75 mg. of active principle 
PRELUDIN is also available as scored, square pink 


tablets of 25 mg. for 2 to 3 times daily administration. 
Under license from C. 4. Boehringer Soha, ingetheim. 


ENDURETS 15 & TRADEMARE 


GEIGY 


ARDSLEY, NEW YORK 


* 
> 
4» 
is 
keeping appetite 
‘ 
‘ 
‘ 
2 7 
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(HYDROCHLOROTHIAZIDE ) 


Initiate therapy with HYORODIURIL: one 25 mg. tablet or one 50 mg. 
tablet once or twice a day. HyORODIURIL by itself often causes an adequate 
drop in blood pressure over a period of two to three weeks. This may be all the 
therapy some patients require. 


Add or adjust other agents as required: HyorRoDIURIL enhances the 
activity of all commonly-used antihypertensive agents; thus, the dosage of 

other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is 
contemplated or being used, usual dosage must be reduced by 50 per cent. 


Adjust dosage of all medication: the patient must be frequently 
observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


Supplied: 25 mg. and 50 mg. scored tablets nyDRODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000. 
Additional literature for the physician is available on request 
HYDRODIURIL is a trademark of Merck & Co., Inc. Trademarks outside the U. S.: DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


MOo} MERCK SHARP & DOHME, Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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CURRENT 


Wall Street firms are glad to supply those who are interested with 


views on various industries and companies. You can do us a favor 


READING 
ON FINANCIAL partial list of such literature that has come to hand recently follows 


if you mention Medical Times as the source of your information. A 


SUBJECTS 


SUBJECT FIRM YORK ADDRESS 


Anchor Hocking Glass Chace, Whiteside & Winslow 67 Wall St. 
Farrington Manufacturing Shields & Co. 44 Wall St. 
Russell Manufacturing John C. Legg & Co. 76 Beaver St. 
Simca Abraham & Co. 120 Broadway 
Thomas & Betts, Inc. Nugent & Igoe East Orange, N. J. 
W. R. Grace & Co. Arthur Wiesenberger & Co. 61 Broadway 
McGraw-Edison Co. Montgomery, Scott & Co. 120 Broadway 
Standard Packaging Co. W. E. Burnet & Co. 11 Wall St. 
Burlington Industries, Inc. Van Alstyne, Noel & Co. 52 Wall St. 
Daystrom, Inc. Butcher & Sherrerd 1500 Walnut St. 
Philadelphia, Pa. 
Pittsburgh Metallurgical Stanley Heller & Co. 30 Pine St. 
United States Pool Corp. General Investing Corp. $5 Broadway 
Colgate-Palmolive Co. Thomson & McKinnon 2 Broadway 
The Plywood Industry Peter Morgan & Co. 149 Broadway 
Food Machinery & Chemical Dean Witter & Co. 14 Wall St. 
North American Aviation Dean Witter & Co. 14 Wall St. 
Newmont Mining Corp. Dean Witter & Co. 14 Wall St. 
Beneficial Corporation N. Y. Hanseatic Corp. 120 Broadway 
Ilford, Ltd. N. Y. Hanseatic Corp. 120 Broadway 
General Refractories Co. Lubetkin, Regan & Kennedy 30 Pine St. 
J. I. Case Co. Bregman, Cummings & Co. 74 Trinity Place 
Automatic Canteen of Amer. Harris, Upham & Co. 120 Broadway 
Carrier Corp. Green, Ellis & Anderson 61 Broadway 
Republic Steel Corp. Orvis Brothers & Co. 1S Broad St. 
W. R. Grace & Co. Orvis Brothers & Co. 15 Broad St. 
The Richardson Co. H. Hentz & Co. 72 Wall St. 
Laboratory for Electronics, Inc. H. Hentz & Co. Wall St. 
Alan Wood Industries Paine, Webber, Jackson & Curtis Broad St. 
American Elec. Power Paine, Webber, Jackson & Curtis Broad St. 
North American Aviation Newburger, Loeb & Co. Broad St. 
Trucking-A Growth Industry Bache & Co. Wall St. 
Interstate Department Stores Bache & Co. Wall St. 
Newmont Mining Corp. Hayden, Stone & Co. Broad St. 
Vitro Corp. of Amer. Hayden, Stone & Co. Broad St. 
Indiana Toll Road Merrill Lynch, Pierce, Fenner & Smith Pine St. 
Scholz Homes, Inc. A. C. Allyn & Co. 44 Wall St. 
Textron, Inc. A. C. Allyn & Co. 44 Wall St. 


Continued on page 162a 
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perles 


Tessalon perles stop cough fast — and they're 
convenient to take. No mess, no spillage, no 
awkward spoons or bottles to carry around. 
Another advantage: no taste. An exact, effec- 
tive dose is sealed in a tiny gelatin sphere. 
Reasons why Tess*lon stops cough so effective- 
ly: it acts where cough begins —in the chest; it 
acts at the cough reflex center—in the medulla; 
it acts promptly —within 15 to 20 minutes, the 
effect lasting up to 8 hours. Tessalon is not a 
narcotic, yet has been reported 244 times more 
effective than codeine in suppressing cough.! 
SUPPLIED: Tessalon Perles, 100 mg. (yellow); bottles of 
100. Tessalon Pediatric Perles (for children under 10), 
50 mg. (red); bottles of 100. Also available (for use 
when oral administration of Tessalon is precluded): 


Ampuls, 1 ml. (5 mg.); cartons of 5. 


1, Shane, 8.J., Krzyski, T. K., and Copp, 
8. E.: Canad. M.A. J. 77:600 (Sept. 15) 1957. 


TESSALON® (benzonatate CIBA) Summit, New Jersey 


to stop a cougl 


There are 

1875 square feet of 
adsorptive surface 
in this spoon 


SPENSIN contains attapulgite, a new therapeutic 
agent having 5 to 8 times the adsorptive capacity of 
kaolin. Because of the lattice-like structure of its 
extremely fine particles, a single dose of SrENSIN 
contains approximately 1875 square feet of adsorp- 
tive surface. 
In the symptomatic treatment of diarrhea, SpEeNsIN: 
aids in the removal of bacteria and bacterial toxins 
e helps restore normal absorption of fluids « pro- 
tects irritated intestinal mucosa e produces stools 
of normal consistency. 
ie SPENSIN-PS, containing two synergistic antibiotics, dihydro- 
streptomycin and polymyxin, for specific therapy in infec- 


® 
IVES-CAMERON COMPANY tious diarrhea caused by organisms susceptible to these agents. 
Philadelphia 1, Pa. 


for the control of diarrhea 


SPENSIN / SPENSIN-PS 


SPENSIN is activated attapulgite and pectin SPENSIN-PS, in addition, contains dihydrostreptomycin sulfate 
in alumina gel. and polymyxin B sulfate. 


MEDICAL TIMES 


4 
A 

160a 


tense 
and 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


meprobamate (Wallace) 


WW) WALLACE LABORATORIES / New Brunswick, N. J. 
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A survey of 1000 women revealed that psychic and psychosomatic factors 
are responsible for most symptoms of premenstrual tension. 

In a one-year placebo-controlled study,’ Miltown 

# relieved both emotional and physical symptoms in 78% of 42 patients. 
@ was found “an [excellent] drug for repeated use, as in premenstrual 


tension.” 


Miltown causes no adverse effects on circulatory system, G.I. tract, 
respiration, mental faculties, motor control or normal behavior. 


Available in 400 mg. scored and 200 mg. sugar-coated tablets. Also available as MEPROSPAN* 
(200 mg. meprobamate continuous release capsules). 


1. Pennington, V. M.: Meprobamate ° @ 
(Miltown) in premenstrual tension. O 
J-A.M.A. 164:638, June 8, 1957. 


meprobamate (Wallace) 


WALLACE LABORATORIES, New Brunswick, N. J. * MARK 


RELIEVES PREMENSTRUAL TENSION 


“Severe carbuncle caused by re- 
sistant Staphylococcus aureus in a 
patient with diabetes... ." 
(Previous antibiotic therapy in- 
effective.) 


“Marked healing of carbuncleafter 
[CYCLAMYCIN|] therapy, 2 Gm. 
daily for 34 days.” 

(Patient was afebrile after 6 days.) 


Albright, J.G., and Hall, W.H.: Antibiot. Med. & Clin. Therap. 6:283 (May) 1959. 


in skin and soft-tissue infections due to gram- 

positive pathogens, CYCLAMYCIN provides 

dependable, specific therapy. 

CYCLAMYCIN also effectively controls other, . 
common gram-positive infections, and has often 

proved to be of considerable value against 

staphylococci resistant to most antibiotics. 


TRIACETYLOLEANDOMYCIN, WYETH 


SUPPLIED: Capsules, 125 mg. and 250 meg., vials of 36. [Benet] 
Oral Suspension, 125 mg. per 5-cc. teaspoonful, bottles of 2 fl. oz. Phi iladelphi al, Pa 
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continued 


SUBJECT 


NEW YORK 
ADDRESS 


United Air Lines, Inc. 
Gold Seal Products, Inc. 
Ferro Corporation 
American Viscose Corp. 
Ryder System, Inc. 


Standard Oil of Indiana 
American Brake Shoe Co. 
Chesapeake & Ohio Rwy. 
Chicago & North Western Rwy. 
Canal-Randolph Corp. 
Chadbourne Gotham, Inc. 
Shell Oil Co. 

Stokely-Van Camp, Inc. 
Mission Development 
Magnavox Co. 

Electro-Voice, Inc. 
Philadelphia & Reading Corp. 
First National Stores 
American Electronics 

Johns Manville Corp. 
General Motors Corporation 
Granite City Steel Co. 
Carborundum Co. 


American Telephone & Telegraph 


R. H. Macy & Co. 

New Jersey Zinc Co. 

Stanley Warner Corporation 
Coastal States Gas Producing 
American-Marietta 
Consolidated Freightways, Inc. 


Mesta Machine Co. 
Celanese Corp. of America 
Ohio Oil Co. 

Eastern Industries, Inc. 
Thatcher Manufacturing Co. 
Catalin Corp. of America 


Evans & Co. 

S. D. Fuller & Co. 
Schweickart & Co. 
Schweickart & Co. 
Woodcock, Hess-Moyer & Co. 


Thomson & McKinnon 
Thomson & McKinnon 
Thomson & McKinnon 

Halle & Stieglitz 

Herzfeld & Stern 

Hill, Darlington & Co. 

Carl M. Loeb, Rhoades & Co. 
Hardy & Co. 

Hardy & Co. 

A. M. Kidder & Co. 


Eastman Dillon, Union Securities & Co. 


Ralph E. Samuel & Co. 
Francis I. duPont & Co. 
Brimberg & Co. 

W. E. Hutton & Co. 

Carl M. Loeb, Rhoades & Co. 
Carl M. Loeb, Rhoades & Co. 
E. F. Hutton & Co. 

Courts & Co. 

Bregman, Cummings & Co. 
Bregman, Cummings & Co. 
Shields & Co. 

Walston & Co. 

Ross & Hirsch 

Woodcock, Hess, Moyer & Co. 


J. R. Williston & Beane 
Purcell & Co. 
Fahnesstock & Co. 

W. E. Hutton & Co. 

A. M. Kidder & Co. 
Goodbody & Co. 


300 Park Ave. 
26 Broadway 
29 Broadway 
29 Broadway 
123 So. Broad St. 
Philadelphia, Pa. 
2 Broadway 

2 Broadway 

2 Broadway 

52 Wall St. 

30 Broad St. 
40 Wall St. 

42 Wall St. 

30 Broad St. 
30 Broad St. 
One Wall St. 

15 Broad St. 
115 Broadway 
One Wall St. 
14 Wall St. 

26 Broadway 
42 Wall St. 

42 Wall St. 

61 Broadway 
25 Broad St. 

74 Trinity Place 
74 Trinity Place 
44 Wall St. 

74 Wall St. 

120 Broadway 
123 So. Broad St. 
Philadelphia, Pa. 
115 Broadway 
50 Broadway 
65 Broadway 
14 Wall St. 
One Wall St. 
115 Broadway 
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when it’s skin deep 
use XYLOCAINE ointment 


... in nearly all external symptoms of pain, itching and burning, e.g., sunburn, minor burns, 
insect bites, abrasions, poison ivy and other contact dermatitis, hemorrhoids and inoperable 
anorectal conditions, and cracked nipples. 


Xylocaine Ointment, a surface or topical anesthetic, gives fast, effective and long lasting 


relief. Its water-soluble, nonstaining base melts on contact with the skin, to assure imme- 
diate release of the anesthetic for fast action and it does not interfere with the healing 


processes. 


XYLOCAINE’ OINTMENT 


Q@rand of lidocaine") 


2.5% & 5% 
SURFACE ANESTHETIC 


*U.S. Pat. No. 2,441,498 Made in U.S.A. 
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- = — s antiseptic’, detergent”, and che- 

-_lating® agents destroy and disintegrate 
This antiseptic cleansing of the va- 
ginal vault combats infection... provides a sanitary environment for heal- 
ing... promotes faster post-partum healing and reduced discharge. At the 
same time, mucosal tissues are soothed and restored by Triva’s saline agent: 
And Triva is effective in any pH medium, does not depend on normalizing 
the vaginal pH. Prescribed more than 350,000 times for treatment of all 
three types of vaginitis, Triva is also a simple and convenient treatment for 
post-partum patients. Fastidious mothers prefer Triva because it elimin- 
ates messy stains and dripping. If you haven’t already...try Triva. Ad- 
ministration: Douche, b.i,d., 12 days: for vaginitis. For post-partum use, as 
indicated. Supplied: Package of 24 individual 3 Gm. packets. Each packet 
contains: Oxyquinoline Sulfate, 2%: ‘Alkyl Aryl Sulfonate, 35 %: Disodium 
Ethylene Bis-iminodiacetate, 5%: Sodium Sulfate, 53%: Dispersant, 9.5%: 
BOYLE & COMPANY, Pharmaceuticals—Bell Gardens, California 


BOYLE & COMPANY, PHARMACEUTICALS— BELL GARDENS, CALIFORNIA/SEE POR (1959)—PAGE 634 
BEADED FIGURE FROM THE CAMEROONS, AFRICA / FERTILITY IMAGE / COURTESY PRIMUS GALLERY, L.A. 
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Jets to South America ~ 


Pan Am Photo 


The advent of jet travel has increased the 


need for the simplification of travel docu- 
ments. The air tourist in Latin America will 
find improvements have been made there to 
speed up arrival and departure procedures. 


coming of 575-mile-an-hour 
jet air travel is focusing the attention of more 
and more Latin American countries on the 
urgent need for clearing away the barriers that 
impede the traveler. 

With more people going more places than 
ever before and getting there twice as fast, 
there is a growing demand for the elimination 
of unnecessary travel documents. 

Venezuela, anticipating an influx of jet age 
tourists, is the latest to join the list of Latin 
American countries that permit airlines to issue 
tourist cards. Heretofore, the cards could be 
issued only by a Venezuelan consul. 

Colombia now permits airlines to issue tour- 
ist cards to U.S. citizens. Honduras recently 
waived passport and visa requirements to per- 
mit the issuance of tourist cards by Honduran 
consuls. 

Buenos Aires, to make things easier for the 
traveler, has eliminated the written baggage 
declaration. Mexico is speeding the trip through 
customs with a baggage spot check instead of 
rummaging through everyone’s luggage. 
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COTAL, the organization of Latin American 
travel agents, is working to have government 
authorities approve the issuance of 90-day tour- 
ist cards which will be valid for travel any- 
where in Latin America. The plan has the 
approval of a number of government tourist 
boards. 

Nations throughout the world were warned 
recently by the International Chamber of 
Commerce that the annoyance, inconvenience 
and expense involved in obtaining travel docu- 
ments is a potential cause for loss of tourist 
revenue. 

A similar warning came from Walter Bin- 
aghi, president of the council of the Inter- 
national Civil Aviation Organization. 

The new Venezuelan tourist card is good for 
eight days and may be issued to all tourists 
who are residents of the Western Hemisphere 
countries except those in the Caribbean islands. 

A universal requirement is the smallpox vac- 
cination certificate. It is needed to enter most 
countries and to re-enter the United States. 

Continued on page 170a 
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THE ANTIHISTAMINES 
YOU ARE NOW USING: 


ARE INEFFECTIVE 
IN SOME PATIENTS 


@ ARE LIMITED IN 
CLINICAL APPLICATION 


= PRODUCE UNDESIRABLE 
SIDE EFFECTS 


THEN YOUR NEXT ALLERGIC PATIENT MAY NEED 


FORTE 


Brand of Isothipendy! hydrochloride 


Sustained Action Tablet for daylong antiallergic effect 
A new antihistaminic/anticholinergic/antiserotonin agent of “high potency and efficiency”! 


sustained reliefin an average of over 90 per cent of 1209 cases of various allergic diseases'* 
® strikingly free of side effects® has been used successfully in all varieties of allergy, ,.of consider- 


able value in bronchial asthma 


Also available: “THERUHISTIN” Syrup. 
Potency recently increased from 2 to 4 mg. 
per 5 cc. (1 tsp.). Usual dosage for chil- 
dren: % to 1 tsp. two to four times daily 
depending'‘on age, 


AYERST LABORATORIES 
New York 16, N. Y. 
Montreal, Canada 
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Usual Dosage:One tablet morning and evening. 


Supplied: No. 737— 24 mg. Sustained Action Tab- 
lets, bottles of 100 and 1,000. 

1. Committee on New and Unused Therapeutics, Am. Coll. Aller- 
gists: Ann. Allergy 16:237 (May-June) 1958. 2. Spielman, A. D.: 


Ann. Allergy 16:242 (May-June) 1958. 3. Spielman, A. D.: New 
York J. Med. $7:3329 (Oct. 15) 1957. 
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‘ doctor, if you are not completely satisfied 
AS 
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in 
respiratory 
infections... 


the 


“Structurally a sulfonamide but clinically in a class by 
itself, Madribon exerts a high degree of effectivéness 
against a wide range of pathogens....” 


G. A. Moore, paper read at Conference on Recent Contributions 
to Antibacterial Therapy, New York City, May 21-22, 1959. 


“The relatively minor change in the normal fecal flora... 
e indicates considerably less likelihood of superinfections 
...than with many other chemotherapeutic agents.” 


S. M. Finegold, Z. Kudinoff and H. O. Kendall, ibid. 


“As Madribon does not materially alter the bacterial pop- 
ulation of the respiratory tract, there is no danger of over- 
growth as with antibiotics.” 


P. Rentchnick, paper presented at the International Con- 
gress of Infectious Pathology, Milan, Italy, May 6-10, 1959. 
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In 25 years, antibacterials have progressed from the status of heroic therapy 
to universal medication. This development has brought into focus a number of 
unexpected problems relating both to bacterial and host response. 


Shifts in bacterial flora—particularly of the respiratory, urinary and gastro- 
intestinal tracts—pose entirely new therapeutic problems. The emergence of 
resistant strains of bacteria creates still another hazard. In addition, anaphy- 
lactic reactions often hamper critically needed therapy. 


While this entire question of bacterial mutations and patient sensitization is 
undergoing continual intensive study and reorientation, the immediate clinical 
need is for a new alternative to control infection in today’s patient. 


A MODERN PROGRAM FOR THE CONTROL OF INFECTIONS 


In nonbacterial (presumably viral) upper respiratory fluids, bed rest, 
infections antipyretics 


When the diagnosis is primary bacterial infection - 
when secondary bacteriai invasion is a problem in virus MADRIBON 
infection + when sensitivity testing is not feasible 


For problematic and fulminating infections antibiotics 


Backed by the fastest growing bibliography of any anti-infective agent, 
Madribon is already widely established as the new alternative because (1) it 
quickly controls the infection —in more than 90% of reported cases including 
some due to resistant strains; (2) itis safe -less than 2% side effects, generally 
of a mild nature; (3) it is economical. 


For recommended dosage and precautions, consult product literature. 


Supplied: MADRIBON TABLETs: 0.5 Gm, double scored, monogrammed, gold colored — bottles 
of 30, 250 and 1000. MADRIQID CAPSULES: 125 mg, gold colored—bottles of 100 and 1000. 
MADRIBON SUSPENSION : 0.25 Gm/teasp. (5 cc), custard flavored—bottles of 4 oz and 16 oz. 


MADRIBON®— 2, 4-dimethoxy-6-sulfanilamido-1,3-diazine ROCHE® 


Division of Hoffmann-La Roche Inc + Nutley 10 + N. J. 
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TRAVEL 


Here’s an up-to-date list of tourist documents 
required by principal countries of Latin 
America: 

ARGENTINA: Passport, smallpox vaccination 
certificate. 

BoLivia: Passport, smallpox vaccination cer- 
tificate. 

BRAZIL: Passport, smallpox vaccination cer- 
tificate, two photographs, roundtrip or onward 
ticket. 

CHILE: Passport, smallpox vaccination cer- 
tificate. 

CoLomBiA: Proof of U. S. citizenship, tour- 
ist card issued free by consul or by airline to 
U.S. citizens, smallpox vaccination certificate, 
two photographs, roundtrip or onward ticket. 

Costa Rica: Tourist card costing $2 issued 
by airline, smallpox vaccination certificate, 
three photographs, roundtrip or onward ticket 
(holders of U. S. passports may obtain free visa 
good for four years instead of tourist card). 

Cusa: Tourist card costing $2.50 good for 


IMPOTE 


GLUKOR 


The original synergistically fortified chorionic 
goncdotropin. Dose 1 cc iM — Supplied 10 & 25 cc vials, 
1. Gould, W. L.: Impotence, M. Times 84:302 Mor. ‘56. 
2. Personal Communications from 110 Physicians. 

3. Milhoon, A. W., Tri-State Med. Jour., Apr. ‘58. 


Reg. U. S. Pat. Off. Pat. Pend. © 1959 


two years, proof of U.S. citizenship (simple 
document such as driver’s license will do), 
roundtrip or onward ticket. 

Dominican Rep.: Tourist card costing $5.60 
issued by airline, roundtrip or onward ticket. 

Ecuapor: Proof of U. S. citizenship, tourist 
card costing $1 issued by airline, special health 
certificate, smallpox vaccination certificate, two 
photos, roundtrip or onward ticket. 

Ex SaALvapor: Tourist card issued free by 
airline or consul, smallpox vaccination certifi- 
cate. 

GUATEMALA: Tourist card costing $2 issued 
by airline, proof of U.S. citizenship such as 
driver’s license or birth certificate, smallpox 
vaccination certificate. 

Haiti: Tourist card costing $1 issued after 
arrival, proof of U. S. citizenship, smallpox vac- 
cination certificate, roundtrip or onward ticket. 

Honpuras: Tourist card costing $2, three 
photos, issued by consul, smallpox vaccination 
certificate, proof of U.S. citizenship (simple 
document accepted). 

Mexico: Tourist card costing $3 issued by 
government tourist bureau or specially author- 
ized airlines (PAA and Compania Mexicana), 


GLUKOR effective in 85% of cases.’ 
Glukor may be used regardless of age 
and/or pathology . . . without side 


effects . . . effective in men in 
IMPOTENCE, premature fatigue 
and aging.” GLUTEST for women in 
FRIGIDITY and fatigue.* 
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Miltown in 
continuous 
release 
capsules 


Meprospan 


the 24-hour 


tranquilizer 


safe, continuous 
relief of anxiety 
and tension 


... all day... all night 


Supplied: 200 mg. continuous release capsules of 
Miltown (meprobamate, Wallace) in bottles of 30. 


a Literature and samples on request 


WALLACE LABORATORIES New Brunswick, N./. 
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proof of U.S. citizenship (simple document 
accepted), smallpox vaccination certificate. 

NICARAGUA: Tourist card issued free by con- 
sul or airline, smallpox vaccination certificate. 

PANAMA: Tourist card costing $1 issued by 
airline, smallpox vaccination certificate, 2 
photos, roundtrip or onward ticket (holders of 
U.S. passport may obtain free visa in lieu of 
tourist card). 

PARAGUAY: Passport, visa requiring prior 
authorization, smallpox vaccination certificate, 
police certificate showing no criminal record. 

Peru: Passport and tourist card costing $2 
issued by airline, smallpox vaccination certifi- 
cate (holders of U. S. passport may obtain from 
consul free visa and tourist card good for four 
years ). 

UruGuay: Passport, smallpox vaccination 
certificate. 

VENEZUELA: Tourist card issued by consul, 
proof of U. S. citizenship, smallpox vaccination 
certificate, four front view photos, letter of ref- 
erence from employer or bank, roundtrip or 
onward ticket. 


Clipper Service 


As this was written just a few days before 
Pan Am’s Jet Clippers went into service on the 
Latin American run, we can not comment on 
the service. However, we can report the kind 
of service that is promised. 


@ Boston will become the eleventh metro- 
politan center to join Trans World Airlines 
coast-to-coast network of Boeing 707 service 
with the inauguration of the first jet flights be- 
tween Boston, Chicago and Los Angeles on 
September 1, it was recently announced by E. 
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MEDICAL TIMES TRAVEL NOTES 


A roundup of travel and vacation news of current interest 


O. Cocke, TWA senior vice president. With 


“Jet Clippers will cover the 5,444-mile route 
between New York and Buenos Aires in less 
than 12 hours’ flying time,” according to Pan 
Am spokesmen. “This is compared to 24 hours 
required by piston engine equipment. Oper- 
ating on a once-weekly basis for the present, 
the Jet Clippers also will serve Caracas, Vene- 
zuela, and Asuncion, Paraguay. On the south- 
bound flights temporarily, a fuel stop only will 
be made at Paramaribo, Surinam, pending the 
completion of improvements now under way 
on the runway at Caracas.” 


Same Fares 


The fares—same as those now in effect for 
deluxe and tourist accommodations on piston- 
engine aircraft—will be: 

Between Caracas and New York: One-way 
deluxe, $215, tourist, $164.60; roundtrip, de- 
luxe, $389, tourist, $309.80. 

Between Buenos Aires and New York: One- 
way deluxe, $586.70; tourist, $461.50; round- 
trip, deluxe, $1,059, tourist, $878. There is 
also a 30-day roundtrip excursion rate of 
$839.40 deluxe, and $646.10 tourist. 

Between Asuncion and New York: One-way 
deluxe, $526.70, tourist, $453.40; roundtrip, 
deluxe, $960.50, tourist, $863. 

In the coming months, the jet Clippers will 
begin serving more and more Latin American 
cities, as additional jetliners are delivered to 
Pan American by the manufacturers. Pan 
American has a fleet of 44 jets on order from 
Boeing and Douglas, at a total cost of $300,- 
000,000. 


the addition of Boston, the airline will be offer- 
ing jet service to more U.S. cities than any 
other carrier; daily jet flights will total 31. 
Westbound, TWA Flight 25 will leave Boston 
at 9:30 A.M., arriving at Chicago at 10:40 
A.M. and Los Angeles at 1:25 P.M. From Chi- 
cago a direct connection for San Francisco is 
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TO OUR READERS: You are avid travelers—as statistics show—taking 
trips for pleasure and relaxation as well as to attend professional meetings 
in this country and abroad. In addition, you often prescribe travel for your 
patients. Thus, the purpose of this department is to give you concise, 
practical information about one of your strong interests—travel. As a 
special service, this section will carry each month a calendar of important 
forthcoming national and international medical meetings. 


available. Eastbound, Flight 24 leaves Los An- 
geles at 1:30 P.M., arriving at Chicago’s O'Hare 
Field at 7:10 P.M. and at Boston at 10:40 P.M. 
All times quoted are local. 


@A_ new hostelry has 

opened in Washington, D. C. 

Called the Motor Inn, it is 

an airconditioned five-story 

building with 100 rooms, 

each equipped with two 

double beds and a pic- 

ture window overlooking Rock Creek Park. 

The new establishment is an adjunct of the 

famed Shoreham hotel, located two miles from 

Washington’s business district. Rates at the 

Motor Inn are $13 for single occupancy and 
$17 for multiple occupancy. 


@ The Atlantis Beach Hotel, Trinidad, will 
have a new look when it opens for the coming 
winter tourist season, according to the Trinidad 
and Tobago Tourist Board. Located about 40 
miles or an hour’s drive from Piarco Airport, 
the Atlantis Beach has accommodations for 30 
guests and is operated on the American plan. 
All rooms have private baths and balconies 
overlooking beautiful Mayar beach and the sea. 
Provisions are made for small-game hunting, 
fishing from the beach, horseback riding and 
sightseeing tours to such places as Pitch Lake 
and the Northern hills of the island. 


@ Puerto Rico is coming out with a new 
twist on the use of a funicular railway. Instead 
of airlifting vacationists to heights, the cable 
car will transport them from the soon-to-be 
constructed mountaintop hotel, El Conquista- 
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dor, to the ocean beach, hundreds of feet 
below. 


@ A New York City physician will soon es- 
tablish a small museum of early American fur- 
niture and art in Bath, England, a city famed 
for its art and architecture. Dr. Dallas Pratt 
has bought Claverton Manor, one of the most 
beautiful Georgian houses in Bath, and he will 
open it in a few years as a museum of early 
American arts and crafts. “Hardly a single 
example of traditional American art is on ex- 
hibition in Britain,” explains Dr. Pratt. The 
collection will be built up through gifts or loans 
from American museums and individuals. 


@ The “Go-Guide to 
Pleasant Motoring”’ is 
available free at Amoco 
gasoline stations or for the 
price of $1 from the An- 
drew F. Jackson Asso- 
ciates, 207 Florida Avenue, N. W. Washing- 
ton 1, D. C. The guide contains a listing of 
accommodations in 49 states, Canada, Mexico 
and the Caribbean. Maps and brief descrip- 
tions are also included. 


@ Art has gone to jail in Pensacola, Florida. 
Several years ago, art lovers in the Gulf Coast 
port were looking for a place to start a local 
gallery. Conveniently located near downtown 
Pensacola was the recently vacated old city 
jail. The city council, approached about the 
use of the building, fell in with the idea—and 
so now paintings hang on walls once adorned 
only by the scrawled epithets of disgruntled 
prisoners. 
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OCTOBER 


Cleveland, Ohio. Academy of Psychosomatic 
Medicine, Oct. 15-17. Contact: Dr. Bertram 
B. Moss, Suite 1035, 55 E. Washington St., 
Chicago 2, IIl. 


Zurich, Switzerland. International Convention 
on Nutrition and Vital Substances, Oct. 7-11. 
Contact: Secretary - General, Bemmeroderstr. 
61, Hannover-Kirchrode, Germany. 


Atlantic City, N. J. American College of Pre- 
ventive Medicine, Oct. 21-22. Contact: Dr. 
John J. Wright, P.O. Box 1267, Chapel Hill, 
N.C. 


Strasbourg, France. International Congress of 
Therapeutics, Oct. 19-31. Contact: Prof. Fon- 
taine, Doyen de la Faculte de Strasbourg. 


Montreal, Canada. Canadian Society for the 
Study of Fertility, Oct. 23-24. Contact: Dr. 
Jean F. Campbell, 238 Queen’s Ave., London, 
Ontario, Canada. 


London, England. International Union Against 
the Venereal Diseases and the Treponematoses, 
Oct. 13-17. Contact: Institut Alfred Fournier, 
25 Boulevard Saint-Jacques, Paris 14, France. 


New Orleans, La. Central Neuropsychiatric 
Association, Oct. 16-17. Contact: Dr. Ralph 
M. Patterson, Columbus Psychiatric Institute, 
473 W. 12th Ave., Columbus, Ohio. 
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A listing of important national and international medical conferences 


NOVEMBER 


Nassau, Bahamas. Bahamas Medical Confer- 
ence, Nov. 27-Dec. 17. Contact: Dr. B. L. 
Frank, P. O. Box 4037, Fort Lauderdale, Fla. 


New Orleans, La. American Fracture Associa- 
tion, Nov. 1-5. Contact: Dr. H. W. Wellmer- 
ling, 610 Greisheim Bldg., Bloomington, III. 


DECEMBER 


Nassau, Bahamas. Bahamas Surgical Confer- 
ence, Dec. 28-Jan. 16. Contact: Dr. B. L. 
Frank, P.O. Box 4037, Fort Lauderdale, Fla. 


New York, N. Y. New York Heart Associa- 
tion, Symposium on Salt and Water Metabol- 
ism, Dec. 11-12. Contact: Dr. Alfred P. Fish- 
man, N. Y. Heart Association, 10 Columbus 
Circle, New York, N. Y. 


JANUARY, 1960 


Hollywood-by-the-Sea, Fla. American Acad- 
emy of Allergy, Jan. 11-13. Contact: Mr. 
James O. Kelley, 756 N. Milwaukee St., Mil- 
waukee 2, Wis. 


Nassau, Bahamas. Bahamas Medical Serendi- 
pity Conference, Jan. 17-30. Contact: Dr. B. 
Frank, P. O. Box 4037, Fort Lauderdale, Fla. 
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AN AMES CUIRIOUICK” 


CLIMIGAL Geter s FOR PRACTICE 

why should the urine 
be tested for sugar in 
acute cholecystitis? 


The high incidence of pancreatic dis- 
ease associated with pathologic con- 
ditions of the biliary tract indicates 
their close relationship. The appear- 
ance of glycosuria in acute cholecys- 
titis points to involvement of the 
pancreas in the inflammatory process. 


Source: Refresher Article: 
Biliary Tract 

Diseases, M. Times 
85:1081, 1957. 


reliable urine-sugar 


“PLUS” SYSTI 
RD 


FAMES 


OMPARY, 
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A RATIONALE FOR THERAPEUTIC VITAMIN-MINERAL 


Subclinical vitamin-mineral deficiency in chronic degenerative disease 


Most degenerative disease changes appear 
to be related to disturbances of cellular 
nutrition.! Subclinical vitamin or mineral 
deficiencies often occur despite an adequate 
caloric intake, and the consequent 
impairment of enzyme systems may injure 
body tissues.? Considerable evidence 
indicates that the vitamin reserve is 
frequently lowered to a serious degree in 
the older age groups most susceptible to 
degenerative disorders.* Older persons 

also have increased requirements for 

such minerals as iron, iodine, copper, 
calcium and zinc.**6 


the importance of 
vitamins and 
minerals in 
tabetes mellitus 


The diabetic has a higher requirement for the 
vitamin B-complex (especially nicotinic acid, 
thiamine, B,., and riboflavin) than the normal 
individual.? Great losses of calcium and potas- 
sium may occur during ketosis.7 Low tissue zinc 
levels have recently been reported in a series of 
diabetic patients.8 Metabolic deficiencies are 
frequently aggravated by diets which restrict or 
eliminate foods rich in essential co-factors.® 
Administration of more than normal require- 
ments often produces a decided clinical im- 
provement and may help to prevent neuro- 
pathic changes.? 


the importance of 
vitamins and 
minerals in 
igestive disorders 


Peptic ulcer diets are often deficient in essential 
vitamins. Symptoms attributable to, B-vitamin 
deficiency are commonly observed in patients 
on such diets.1° 


Liver damage leads to faulty vitamin metabo- 
lism, and cirrhosis often produces severe vitamin 
deficiency.'!. 12, Pollack and Halpern recom- 
mend daily administration of therapeutic vita- 
mins to patients with hepatitis or cirrhosis.'! 
Large amounts of zinc are also lost by the cir- 
rhotic patient.13 


Great care must be exercised to avoid excessive 
depletion of vitamins and minerals in ulcerative 
colitis, regional enteritis, and chronic diarrhea. 
Patients with extensive bowel resections may 
require up to six times the normal daily vitamin 
requirement.!4 


the importance of 
vitamins and 
minerals in 
rthritic disorders 


According to Spies,!5 nutritive failure is espe- 
cially frequent in arthritic or rheumatic dis- 
orders. Some patients lose the desire to eat; some 
are too disabled to earn money to purchase 
required foods; still others are unable to per- 
form all the necessary masticatory motions. 
Nausea and vomiting may prevent adequate 
absorption. 

Therapeutic vitamins prevent or correct vitamin 
deficiency in the arthritic on an inadequate diet. 
In degenerative joint disease, vitamin therapy 
is recommended even when there is no demon- 
strable deficiency.'® Mineral supplementation 
may help prevent the depletion of calcium and 
potassium that occurs during therapy with cer- 
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tain of the adrenal steroids. lron'? may be useful 
in preventing the anemia common in arthritis. 


the importance of 
vitamins and 
minerals in 

ther degenerative 
processes 


Vitamins and minerals appear to play a role in 
many other degenerative processes associated 
with aging. Studies by Wexberg,!® Jolliffe? and 
others indicate that many of the symptoms 
attributed to senility or cerebral arteriosclerosis 
respond with remarkable speed to the adminis- 
tration of vitamins. Pyridoxine and nicotinic 
acid may even play an important role in the 
prevention of atherosclerosis. 

Vitamin or mineral deficiency may be an unrec- 
ognized factor in still other situations. As Kamp- 
meier states: 

“Who can say, for example, whether the patient 
chronically ill with myocardial failure may not 


have a poorer myocardium because of a mod- 
erate deficiency in the vitamin B-complex? Some- 
thing is known of the relationship of vitamin C 
to the intercellular ground substance and repair 
of tissues. One may speculate upon the effects of 
a deficiency of this vitamin, short of scurvy, 
upon the tissues in chronic disease. Are there 
‘subclinical’ degrees of vitamin deficiencies to 
search for, now that frank deficiency states have 
become so rare at least in the United States?’’? 


References: 1. Kountz, W. B.: Mod. Med. 25:102, Aug. 1, 
1957. 2. Kampmeier, R. H.: dm. J. Med. 25:662, Nov. 1958. 
3. Overholser, W. and Fong, T. C. C. in Stieglitz, E. J.: Geri- 
atric Medicine, 3rd edition, J. B. Lippincott, Philadelphia, 
1954, p. 264. 4. Kountz, W. B.: Indust. Med. 27:537, Oct. 
1958. 5. Kountz, W. B. in Stieglitz, E. J.: Geriatric Medi- 
cine, 3rd edition, J. B. Lippincott, Philadelphia, 1954, p. 
252. 6. Carlson, A. J. in Stieglitz, E. J.: Geriatric Medicine, 
Srd edition, J. B. Lippincott, Philadelphia, 1954, p. 80. 
7. Duncan, G. G.: Diseases of Metabolism, 4th edition, W. B. 
Saunders, Philadelphia, 1959, p. 812. 8. Griffith, G. and 
Hegde, B.: Illinois M. J. 115:12, Jan. 1959. 9. Pollack, H.: 
Am. J. Med. 25:708, Nov. 1958. 10. Sebrell, W. H.: Am. J. 
Med. 25:673, Nov. 1958. 11. Pollack, H. and Halpern, §. L.: 
Therapeutic Nutrition, National Academy of Sciences and 
National Research Council, Washington, D.C., 1952, p. 57. 
12. Kark, R. M. in Wohl, M. G. and Goodhart, R. S.: Mod- 
ern Nutrition in Health and Disease, Lea and Febiger, 
Philadelphia, p. 615. 13. Vallee, B. L. in Harrison, T. R.: 
Principles of Internal Medicine, 3rd edition, McGraw-Hill, 
New York, 1958, p. 474. 14. Warthin, T. A. and Monroe, 
K. E.: M. Clin. North America Sept. 1958, p. 1419. 15. Spies, 
T. D.: J.A.M.A. 167:675, June 7, 1958. 16. Solomon, W. M. 
in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J. B. Lip- 
pincou, Philadelphia, 1954, p. 627. 17. Ausman, D. C.: Jour- 
nal Lancet 76:290, Oct. 1956. 18. Wexberg, E.: Am. J. Psy- 
chiat. 97:1406, 1941. 19. Jolliffe, N.: J.4.M.A. 117:1496, 1941. 


help preserve tissue integrity and impede degenerative processes 


Each THERAGRAN-M 
capsule-shaped tablet supplies 


VITAMIN MINERALS FOR THERAPY 


Vitamin A 

Vitamin D 

Thiamine Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic Acid 
Pyridoxine Hydrochloride . 
Caicium Pantothenate 

Vitamin Biz Activity Concentrate 
Vitamin K 

Vitamin E 

Calcium 

lodine 

tron 

Potassium 

Copper . . 

Magnesium 

Manganese . 

Zinc 


SQUIBB 


25,000 U.S.P. units 
1,000 U.S.P. units 


10 mg 


10 mg 
100 mg 
200 mg 


5 mg 


20 mg 
5 mcg 


mg 


5 Int. units 
105 mg 
0.15 mg 

.. mg 


5 mg 
1 mg 
6 mg 
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Dosage: | tablet daily or as recommended. 
Supply: Family Packs of 180. 
Bottles of 30, 60, 100, and 1000. 


Available with vitamins only as 


THERAGRAN 


vitamins FOR 
Bottles of 30, 60, 100 and 1000 capsules 
and Family Packs of 180. 


Also available; Theragran Liquid, bottles of 4 ounces; 
Theragran Junior, bottles of 30 and 100 capsules. 


Squibb Quality — the Priceless Ingredient 


15 mg 
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MODERN THERAPEUTICS 


Strangulated Femoral Hernia 

“The general features of strangulated femoral 
hernia have been outlined and results from a 
study of 170 cases of acute incarcerated fem- 
oral hernia from the College of Medical Evan- 
gelists Surgery Service at the Los Angeles 
County Hospital have been compiled. 

There were 116 females and 54 males, 71 
percent of whom were in the age decades 60 
to 90. 

The seriousness of delayed or incorrect diag- 
nosis is emphasized. The influence of age, sex, 
presence of other associated diseases, electro- 
lyte imbalance, duration of operative time, sac 
contents and the side affected on mortality is 
summarized. 

An adequate surgical approach is important 
and the excellence of the Cheatle-Henry extra- 
peritoneal, retropubic operation is described. 

The overall mortality for this group was 13 
percent. The male aperative mortality was 20 
percent while that of female patients was only 
10 percent. The results of this group are com- 
pared to other reports. 

There were 35 bowel resections for gangre- 
nous small bowel with nine deaths, a 26 per- 
cent mortality. No deaths were due to faulty 
anastomoses. Postoperative complications oc- 
curred in 37 patients and there was a 6.6 
percent wound infection rate. 

An elective repair of all femoral hernias is 
advisable.” FRANK A. ROGERS 

Annals of Surgery, January 1959 


New therapies and significant clinical investigations 
abstracted from other journals. 


Schizophrenia Treated with 
Trifluoperazine Dihydrochloride 
“Experience with phenothiazine derivatives 
convinced the authors that a drug of similar 
action that was, at the same time, more power- 
ful, less toxic, and simpler to adminster would 
prove of inestimable value. Trifluoperazine di- 
hydrochloride (Stelazine) was believed to have 
those qualities. Two groups were tested: (1) 
Thirty male patients with chronic paranoid 
schizophrenia who had been hospitalized for 
at least two years, and (2) Twenty patients 
admitted during the first attack of schizophre- 
nia of less than six months’ duration. The 
dosage regimen consisted of 5 mg. of trifluo- 
perazine daily for three days; this was increased 
by 5 mg. daily at three-day intervals until gross 
side-effects appeared, or a satisfactory thera- 
peutic effect had been obtained. Thereafter, 
patients who had responded were controlled 
on a maintenance dosage. The maximum dose 
used was 45 mg. daily, and the average daily 
maintenance dose was 20-25 mg. Assessment 
of the effect of the drug was based on the 
patient’s capacity to adjust to normal social 
surroundings. Also, the effect of the drug on 
specific symptoms in Group I was observed. 
In general, the greatest effect was on aggression 
and general overactivity. Next in response were 
auditory hallucinations, then delusions. In cases 
where these did not clear up entirely, the 
patients were less troubled by them. The only 
Continued on page 180a 
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FOR FLUID BALANCE 
FEED BREM [ [og solute toad and water require 


NEW LIQUID AND POWDERED ments are held within normal limits by a 


physiologic protein/electrolyte pattern comparable to that of breast milk. 
Particularly important during periods of febrile illness, diarrhea, and in 
hot weather. Easy for mothers... just add water 


PHARMACEUTICAL DIVISION 350 Madison Avenue, New York 17 
BREMIL MULL-SOY DRYCO BETA LACTOSE KLIM 


om « 


AND FOR THOSE WHO CAN'T “TAKE” MILK...MULL-SOY® 
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Scalp Dermatoses, 
especially 
Psoriasis* 


(phenylic acid 
and sodium chio- 
ride in paraffin oil buf- 
fered to pH 5.5, approxi- 
mately that of normal skin 
tissue.) 


NON-IRRITATING 
NON-SENSITIZING 


Controls lesions rapidly . . . reduces er- 
ythema and scaling . . . relieves itching. 
Does not stain . . . leaves no odor... 
is easily washed out with water. 


* Sulzberger, M. B. and Obadia, J., 
Arch. Derm., 73:373 (April) 1956 


Stocked by leading wholesalers. 


! CHESTER A. BAKER LABORATORIES, Inc. 
| Boston 15, Mass., U.S.A, 

Please send sample to: 

| M.D. 


USE THIS COUPON TO REQUEST — 
AND PROFESSIONAL SAMPLE. 


LITERAT 


| MODERN THERAPEUTICS—Continued 


side-effect that was a cause for anxiety was 
motor restlessness. As familiarity with the drug 
increases, this condition is more readily con- 
trolled. In Group II, results of therapy were 
surprisingly good; response was more general 
in that all groups of symptoms tended to dis- 
appear simultaneously. The report further 
states that in both groups, there was a remark- 
able degree of return of insight. Trifluopera- 
zine should, the author believes, prove a valu- 
able addition to the drugs available for the 


treatment of schizophrenia.” 
RODERICK MacDONALD, M.D. 
Brit. Med. J., February, 1959 


Clinical and Metabolic 
Effects of Dexamethasone 
“Dexamethasone (9x-fluoro, 


16x-methyl 
prednisolone) is a new derivative of hydrocor- 
tisone with greatly increased anti-inflammatory 


potency. 

Metabolic studies have shown that it does 
not produce sodium retention, but that in some 
patients it causes greatly increased cell cata- 
bolism with negative balances of potassium and 
nitrogen. Preliminary studies suggest that its 
action on calcium metabolism differs from that 
of cortisone and prednisone and that it should 
not be used in the treatment of patients with 
hypercalcemia. 

Dexamethasone has been given to five pa- 
tients with the nephrotic syndrome. One patient 
had a good response, one had temporary im- 
provement followed by severe relapse, two 
showed little change, and one deteriorated 
while receiving dexamethasone. 

The adrenal-suppressing and diabetogenic 
effects are comparable to those of the older 
steroids. Metabolic studies suggest that unde- 
sirable side-effects are likely in some patients 
and at this stage there is no justification for 
any claims about freedom from side-effects.” 


J. D. H. SLATER, P. F. HEFFRON, A. VERNET, 
J. D. N. NABARRO 


The Lancet, January 1959 
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Perforated Peptic Ulcer 

“Surgical closure of a perforated duodenal 
ulcer is now a highly satisfactory method of 
treatment as regards immediate prognosis. This 
simple and safe procedure remains the treat- 
ment of choice in the absence of positive indi- 
cations for partial gastrectomy or for conserv- 
ative treatment. 

Immediate partial gastrectomy is recom- 
mended for perforated gastric ulcer—where the 
risk of malignancy is not inconsiderable— 
when other circumstances permit. Gastrectomy 
may also be recommended for perforated duo- 
denal ulcer when there is good evidence of 
progressive ulcer disease, or where perfora- 
tion and hemorrhage occur together. 

Non-surgical treatment has been shown to 
be safe in the hands of an experienced team 
and may be preferred when the risk of opera- 
tion is considered too great, when efficient 
surgery is not available or when it is impossible 
to distinguish between perforation and coro- 
nary occlusion.” 

ANDREW W. KAY 
The Practitioner (London), February 1959 


The Effect of Large Doses of Nicotinic Acid 

“1. Nicotinic acid in dosages of 3 gm. daily 
significantly lowered serum lipid fractions in 
both normal persons and those with elevated 
serum lipids. The serum cholesterol levels gen- 
erally decreased more than that of the serum 
phospholipids. The fall in total lipids and by 
calculation in serum triglycerides, was quanti- 
tatively similar to that of serum cholesterol. 
Individual variations were noted which could 
not be explained. 

2. Nicotinic acid consistently and _ signifi- 


(VOL. 87, NO. 9) SEPTEMBER 1959 


cantly dimimished carbohydrate tolerance in 
nondiabetic persons. 

3. Nicotinic acid was administered to pa- 
tients with adult-onset type of diabetes mellitus 
without significant effects on diabetic control. 
Further studies are necessary to evaluate the 
effect on patients with the juvenile type of dia- 
betes mellitus. 

4. Side effects are discussed. Serious side 
effects were not observed.” 

HARVEY GURIAN and DAVID ADLERSBERG 
The Am. J. of Med. Sciences, January 1959 


Pathogenesis of Anemia After 
Partial Gastrectomy 

“A clinical and hematological study has 
been made of 341 patients after partial gas- 
trectomy for peptic ulcer. A progressive fall in 
hemoglobin levels was found after both Bill- 
roth and Polya types of operation, and in both 
male and female patients. The steepest fall 
was seen in women under 50 years of age. The 
anemia was predominantly of the iron-defi- 
ciency type. Only one case of megaloblastic 
anemia was found in this series. 

Similar results were not found in patients 
with peptic ulcers but complete stomachs, when 
the hemoglobin levels were plotted in relation 
to the time that ulcer symptoms had been 
present. There was not a greater incidence of 
alimentary bleeding, as judged by tests of fecal 
occult blood, in patients after partial gastrec- 
tomy than in other peptic ulcer patients. 

The mean dietary iron intake of male pa- 
tients anemic after partial gastrectomy was sig- 
nificently lower than that of non-anemic male 
patients, but was not sufficiently low to be the 
sole cause of the development of the anemia. 
In female patients, however, the mean intake 
of iron in the diet was below the level com- 
monly thought necessary for the maintenance 
of a normal hemoglobin level. 

In the great majority of cases an ultimately 
satisfactory, but often slow, response was ob- 
tained with oral iron therapy.” 

I. McLEAN BAIRD, E. K. BLACKBURN, 
G. M. WILSON 

The Quarterly J. of Med., January 1959 
Continued on page 184a 


Rieser, C.. in Conr 101-402. Clans 


Coppridge, W. M 
Bayer, H., A ( 


Urology 


J.A.M.A nats 
33, Ju y 1951. Anonyr 
L951. Raabe, S . 1952. Renshaw, J. E., J. Am. M. \ 


S. Am. Pract. & I olston, J. A. Ca We 


. 24th Ann, Mev Ww, 2-3, 1951). n. Med 


29, 1950. B 


11:37-45, Ay 
May 1950 10. 1950. ¢ 


1950. We 

Dee. 1950, 

& Surg. 4 

R. & Alexander, J. I ; 

Univ. M. School 23:14 1949 rarus chwarr, L. H.. J 

S.: Svec. A. & H.. i Valley, M. J. 7/:87-89, May 1949 

Svec, EF A. & Rohr, J. H.. Proc. Ins dl. Chicago 17:356, June 15, 19-49. Brick 

Allen, H. N. & Fivan, Urol. & Cutan. Rev. 53:677-683. Nev. 1949. Wilhelm. Schloss. ¥ 

Herring, A. L., Mississippi Doctor 27 ;329-332, Dec. 1949. Thompson, H. T.. J. Urol. 62:892-899, 

1946. Studdiford, W. E.. Jr.. S. Clin. North America 34:293-302, April 1954. Haines, WV. H. & M 

1943 Rodgers, R. S. & Colby, F H., J. Urol. 59:659-663, April 1948. Sarnoff, S. J., Proc. Soc. I xper 

Central. Soc. Clin. Res. 20th Ann. Meet., Chicago, IIL. Oct. 31-Nev. 1, 1947), J. Lab. & Clin. Med. 32:1530-1531. Dec. 194 
1948. Scholl, A. J.; Hinman, Crowley, E.; Helper, A. B.; Gutierrez, R.; Thompson, Cook, E. N. & O'Conor. V. J., Arch 99.728, 
D. G. & Wrigley. E, Lancet 2:969-971, Dec. 18, 1948. Schnitzer, R. J.; Foster, R. H. K.; Ereoli, N.; Soo-Hoo. G.; Maugieri. C. N. & Roe, M. D., J. Pt 
19-46. Wuest,. H. M. & Hoffer, M., United States Patent 2,430,094, Nov. 4, 1947. Rhoads, P S.: Svee, F A. & Rohr. J. H.. J. Lab. & Clin. Med. 32: 
Schoenbach, E. B.: Ort, C. E. & Long, P H., Bull. Johus Hopkins Hosp. 82:633-635, June 1948 Marshail, E. K., Jr., Proc. Soc. Exper. Biol. & Med. 68:47 
Am. J. Pharm. 720:409-443, Nov. 1948 Rhoads, P S. & Schram, W. R.. J. Lab. & Clin. Med. 23:1461, Now. 1948 Dowling, H. FE; Sweet, L. K.;: H 
139:755-758, March 19, 1949, Norman, A. B. Lancet 2:281-282, Aug. 13, 1949. Schweinburg, F D. & Rutenberg, A. M., J. Lab. & Clin. Med. 34¢:1457- 
Ophth. 42:422-437, Oct. 1949. Whelton, R. L.; Caldwell. E. R.. Jr.: Lepper, M. Sweet, L. K. & Dowling, H. E. J. Pediat. 35:447-450. 1949. 
Arch. Int. Med. 85:83-90, Jun. 1950. Rhoads, P S.; Svec. EF A. & Rohe, J. H., Arch. Int. Med, 85:259-264, Feb. 1950. Siniseal, A. A.. Am. J. Ophth. 
Schram, W. R. & Adair, D., J. Am. Dent. A. 41:55-61. July 1950. Butt, A. J. & Perry, J. Q.. South. M. J. 43:671-674, Aug. 1950. Hendrix, J. PB, N 
1950. Kirby, W. M. M., J.A.M.A. 144:233-236, Sept. 16, 1950, Roth, O.; Cavallaro, A. L.; Parrott, R. H. & Celentano, R., Arch. Int. Med. 86:493- 


Sur 


‘ 
& Plank, J. Urol 
p. 975. Wi j. H.,¢ ! L, 
Jan 1A. G..J 
Marquardt, C. R., ( M ( 55. Tayles July 
& Clapper, W.E., At & mnt. Med, 
& Balch, M., Clin 62:3 < J D 4 | ] 
Mathews, W. H. & MeKay. J. D 9.103, ky M.A 
Nov. 1955. Raabe, S. & Albrecht. Wal 20:1730-1732, NX 2955, Cereal. R. V8 M.§ 
D.. 1:97 2-974, } Everett. H. & | J A ) ( & Fee 
166 .J 1953. VA Pott | 
fi Engl iJ. M ‘ PL., Clin. M of | { RK 
Therap., 43rd 10, 1953p Fed ) J 
Surv. 3:75-56 pril | | \ ind Lol 602.635 4 (Con 
H. S.. & Brack, C. B.. 4 & ] 78. Moy RI os, C. FE. & Adair, M., Ant & 
Digest ‘Treat. 4:521-52 Eisenbes & H 152:130: Hervell, 
}AM.A, 152:16 Sept. 1953 happell, B M. Times 8/ :6853- 
therap. Geget Brow sth. M. J of \ 2k Nun 
15:870-8 ter, W. Ne l H.. GP 6:72 95: 
Oa. 19 & I 9.518, Oct. 1 vous, M. N .D 
1952. K 21-38 > N ave M 162 nor, \ In 
1952.4 & Lan Carolina i { 1952. H LJ 
89 b. America 32:311-323, Feh & Morse. HL, M Mare 
Secret April 5, 1952. Ney, ¢ m, M York State J ] 1952, 
pr i 19 ry > { G. & Br 
4 han. | \ 88 
Am. Pr Pharm. 1; 26 \ 4 G. & R 
men’s A. 6:438-439, Nov, 1951. Carroll. G. & Brennan. B.S M 
st M. J. 4 77-3 S51. KR Is. os. C. E.8 
Dec. 1951. H 1, KR. D.. 5S. Clin. North Ame it 
182a MEDICAL TIMES 
* 


and other bacterial infections 


most widely discussed 


—in more than 500 leading journals and standard texts 


most widely appreciated 


—by tens of thousands of physicians...specialists or in 
general practice 


most widely used 


—more than 3 billion tablets...enough to encircle 
the earth 


and where pain must be 
eliminated from the outset... 


Azo Gantrisin 


analgesic / antibacterial 


GANTRISIN® — brand of sulfisoxazole ROCHE® 


ROCHE LABORATORIES 
eA Division of Hoffmann-La Roche Inc + Nutley 10+ N.J. 
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MODERN THERAPEUTICS—C ontinued 


Angiocardiography in the Surgical Treat- 
ment of Massive Pericardial Effusions 
“Five patients with massive pericardial effu- 
sions were treated by incision and drainage of 
the pericardium. Recovery of the patients was 
prompt and there was no recurrence of the 
effusion. Cultural and biopsy studies of the 
pericardium and fluid were not helpful in es- 
tablishing the etiologies of the effusion. In 3 
instances the effusions contained blood but 
only 1 patient had a history of antecedent 
trauma to the chest. The cause of a chylous 
pericarditis in 1 patient could not be deter- 
mined despite exploration of the thoracic duct. 
In 4 patients with massive pericardial effu- 
sions the diagnosis was difficult; angiocardi- 
ography established the presence of pericardial 
fluid and excluded mediastinal and pericardial 
masses. Angiocardiography also proved help- 
ful for the understanding of the bizarre appear- 


ance of the contours of the cardiac silhouette 
in massive pericardial effusions.” 

CRANSTON W. HOLMAN, M.D., 

and ISRAEL STEINBERG, M.D. 

Surgery-Gynecology & Obstetrics, November 1958 


Chloroprocaine Hydrochloride in 
Office Surgery 


“Since the introduction of procaine into clin- 
ical medicine, there has been a continuing 
search for a local anesthetic that would be 
more potent, less toxic, and have a higher de- 
gree of usefulness. While chloroprocaine hydro- 
chloride has been reported to have these su- 
perior qualities, the author preferred to make 
his own evaluation of the drug. While the 
anesthetic dose ranged from 2.5 to 500 mg., 
the usual dose was between 20 and 200 mg. 


Continued on page 186a 


...a camera equal in quality to your finest 
surgical tools, yet priced surprisingly low 


MIRANDA ‘C’, the parallax-free single-lens reflex camera with fully automatic lenses, has every convenience 
feature: fast 50mm f/1.9 lens; instant-return mirror; speeds up to 1/ 1000th; plus a full complement of acces- 
sories. Provides natural, full-color photo-records for general practitioners, dermatologists, orthopedists, etc. 


Write for FREE booklet on MIRANDA PHOTOGRAPHY. Dept. MT 


ALLIED IMPEX CORP., 300 Fourth Avenue, New York 10, N, Y. 


184a 


« Chicago 10, Illinois Los Angeles 36, California 


MEDICAL TIMES 


in 


Napoleon exhibited ulcer symptoms through most of 
his adult life, yet he scorned medication for his ever- 
lasting “spasms of nervous origin.” He ignored his 
infirmities with violent naiveté despite an intense in- 
terest in medical science. Thus, the classic hand-in- 
coat pose may have been the result of his paroxysms 
of gastric pain that sliced “like the stab of a penknife.” 


When your patient is besieged with an ulcer, 
Robins provides you with an armamentarium 
sufficient to repel it. 


frontal assault —If your tactics dictate Local 
Action, try ROBALATE,® which is dihydroxy 
aluminum aminoacetate (0.5 Gm. per tablet or 
5 cc.), an antacid of definitely superior efficacy. 


encirclement — If you prefer to approach the 


linergic-antispasmodic-sedative with the time- 
tested natural belladonna alkaloids and pheno- 
barbital, a veteran campaigner without peer. 
FORMULA: hyoscyamine sulfate, 0.1037 mg.; 
atropine sulfate, 0.0194 mg.; hyoscine hydro- 
bromide, 0.0065 mg.; and phenobarbital (14 
gr.), 16.2 mg. 


multi-pronged attack —If you relish the 
strategy of combining antacid and antispasmod- 
ic-anticholinergic effects, use DONNALATE ® 
It combines one-half of a DONNATAL tablet 
with one ROBALATE, ideal allies for compre- 
hensive ulcer therapy. 


Victory will be yours. 
A. H. ROBINS CoO., INC. « RICHMOND, VA. 


ulcer Systemically, prescribe ® as, 


MODERN THERAPEUTICS—Continued 


It was given just prior to beginning the opera- 
tion, and the time of onset of anesthesia was 
checked by means of the reaction to pin pricks. 
Chloroprocaine hydrochloride was adminis- 
tered as a local or regional anesthetic in con- 
centrations of 1 or 2 percent. The quantity 
varied with the disease condition. The largest 
dose used was 500 mg. given over a period of 
two hours to the only patient whose operation 
was performed in a hospital. The anesthetic 
drug was used alone for 91 patients, and com- 
bined with epinephrine for the other ten per- 
sons who made up the trial group. The varied 
operative procedures were representative of the 
type of case handled in an office. Patients were 
found to have adequate sensory loss when 
chloroprocaine was used alone. Only 2.7 per- 
cent had minor undesirable reactions. In the 
instances when epinephrine was added, the 
duration of anesthesia was prolonged and no 


proliferation and vascularity of the 
vaginal mucosa in postmenopausal patients 
can be stimulated locally with 


to restore the integrity of atrophied, 
friable tissues, and lower the vaginal pH 
i to an acid range...a physiologic 


“Premarin”-conjugated estrogens (equine) 


side-effects were noted. In a comparison of 
procaine and chloroprocaine, the author states: 
(1) chloroprocaine hydrochloride produces a 
more profound anesthesia, (2) the rapid diffu- 
sion produces a wider area of anesthesia, (3) 
the volume required to anesthetize the same 
area is smaller, (4) the smaller volume re- 
quired and the rapidity of diffusion make it 
safer to use than procaine, (5) the incidence 
of untoward reactions to chloroprocaine hydro- 
chloride is lower. Vertigo, vascular disturb- 
ances and cerebral excitation occurred in only 
five instances (2.7 percent): with procaine the 
figure was 10 to 20 percent, (6) there were no 
signs of allergic reactions to chloroprocaine 
and (7) its shorter duration of action makes 
it ideally suited for local anesthesia as required 
in a physician’s office.” 


EGMONT J. ORBACH, M.D. 
American Practitioner, February 1959 


Continued on page 188a 
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Unlike tranquilizers, sedatives and analgesics, DIAMOX con- 
trols premenstrual tension by direct physiologic action. Work- 


dynamic in ing at the electrolyte level, DIAMOX gently mobilizes fluid 


and prevents accumulation in body tissue. 


days before menstruation. 


tension Supplied: Scored tablets of 250 mg.; Vials of 500 mg. for parenteral use. 


LABORATORIES a Division of AMERICAN CYANAMID. COMPANY Peart Rwer New, 
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MODERN THERAPEUTICS—Continued 


Sympathectomy for Hypertension 
“The results of sympathectomy for a period 

of 4 to 10 years after operation on 212 patients 

suffering from hypertension are recorded. 

The operative morality was 4%. 

The survival rate of 76% for five years 
accords with other published records of patients 
treated by sympathectomy and is in favorable 
contrast with any published series of patients 
treated conservatively. 

A sustained reduction of diastolic pressure 
of more than 20 mm. Hg occurred in 27%. 

Retinal improvement occurred in 49% with 
severe changes, and when there was no im- 
provement in advanced retinal degeneration 
death was not long delayed. 

Symptomatic relief after sympathectomy was 
the rule. 

Reduction of blood pressure, if only for a 
few months, may prevent malignant hyper- 
tension. 

Sympathectomy in hypertension gives many 
patients an increased expectation of a full and 
active life.” 

Cc. P. NEWCOMB, M.D., H. S. SHUCKSMITH, 
and W. S. SUFFERN, M.D. 
British Medical Journal, January 1959 
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Dysmenorrhea 

“Dysmenorrhea, one of the commonest ills to 
beset women within the ‘menstrual’ age, is 
recognized as the result of organic causes or 
emotional stress. The first form presents, as a 
rule, minor difficulties to the physician; the 
combination of emotional factors and dysmen- 
orrhea is much more difficult to treat. Because 
of widespread agreement on the significance of 
emotional factors in lowering the threshold of 
pain, it was believed that an agent capable of 
inducing quiescence as well as providing anal- 
gesia might be of greater value. Accordingly, 
for this study, an analgesic-relaxant, Synalgos, 
was employed, which contained promethazine 
hydrochloride, mephentermine sulfate, acetyl- 
salicylic acid and phenacetin. Twenty-two in- 
stitutionalized patients between the ages of 16 
and 35 years who complained of symptoms of 
dysmenorrhea, made up the group observed by 
the author. The predominant symptoms, in 
order of frequency of occurrence, were: anxiety 
and tension; headache; nausea; low back pain; 
frequency of urination, and vomiting. Previous 
medication had failed to relieve their symptoms. 
Synalgos was administered in capsule form in 
doses of one capsule daily to two capsules four 
times daily. The duration of treatment varied 
from 24 hours to three days. Four patients 
received additional medication. The author re- 
ports that symptoms were relieved in 19 pa- 
tients; results were excellent in six, good in ten, 
and fair in three. These same patients had 
complained of a combination of anxiety and 
tension and headaches; 16 responded to the 
Synalgos. Of this same group of 19 patients, 
only one had responded to aspirin with or 
without sedatives and antispasmodics. Of out- 
standing clinical importance was the fact that 
not one of the 22 patients complained of being 
drowsy, ‘dopey, or ‘jittery’ as a result of 
taking this medication, regardless of the length 
of time that the compound was administered. 
Some of the patients who were emotionally un- 
stable appeared to be calm and relaxed yet 
Continued on page 190 
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in Egypt, 
it’s called ‘Gippy-tummy’ 


(EGYPTIAN STOMACH) 


diarrhea by any name 


GASTROENTERITIS 
BACILLARY DYSENTERY 
PARADYSENTERY 
SALMONELLOSIS 
DIARRHEA OF THE NEWBORN 
NONSPECIFIC DIARRHEA 
“SUMMER COMPLAINT" 


usually responds rapidly to 


NEOMYCIN-SULFASUXIDINE® -KAOLIN-PEC TAY SUSPENSION 


for rapid relief of all diarrheas — regardless of etiology 


fruit-flavored, readily accepted by patients of all ages* 
Neomycin—rapidly bactericidal against most intestinal 
pathogens, but is relatively ineffective against such 
diarrhea-causing organisms as Shigella, 
Sulfasuxidine—an ideal adjunct to neomycin because 

it is highly effective against Shigella and certain other 
neomycin-resistant organisms. 

Kaolin and Pectin—coat and soothe the inflamed mucosa, 
absorb toxins, help reduce intestinal hypermotility, 

help provide rapid symptomatic relief. 


*For infants, CREMOMYCIN may be administered 
in the regular bottle feeding, since its fine particles 
easily pass through a standard nursing nipple. 


GD merck SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILA. 1, PA. 


CREMOMYCIN and SULFASUXKIDINE are trademarks of Merch & Co.. In 
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she can choose her own gown... 


but she needs your help 
to plan her family 


VAGINAL CREAM 


THE MODERN CHEMICAL SPERMICIDE 


Preceptin’ 


VAGINAL GEL 
THE SPERMICIDAL GEL WITH BUILT-IN BARRIER 
PRESCRIBED WITH CONFIDENCE FOR 
SIMPLE, EFFECTIVE CONTRACEPTION 


MODERN THERAPEUTICS—Continued 


mentally alert after the administration of the 
medication. Withdrawal of medication did not 


produce any ill effects.” 
S. A. YOUNGMAN, M.D. 


Industrial Med. and Surg., February 1959 


Hypertension Treated with Mio-pressin 
“Numerous compounds have been shown to 
affect transmission in the sympathetic division 
of the autonomic nervous system, and many of 
them have been used in the treatment of hyper- 
tension. The usual pattern is familiar: a new 
drug brings about a fall in diastolic pressure 
which eventually begins to rise again, even with 
increased dosage and limiting side-effects until 
pretreatment or even higher levels have been 
reached. A combination of drugs may be 
worked out by the physician by changing one 
or the other of the components until an effec- 
tive combination has been obtained, but the 
obvious disadvantages of this arrangement pre- 
clude its use. Recently, Mio-pressin has been 
made available in capsule form. It is a com- 
bination of rauwolfia, 25 mg., protoveratrine, 
0.2 mg., and the long-acting peripheral agent, 
dibenyline, 5 mg., now generally recognized as 
the most specific adrenomotor antagonist. In 
the group of patients who were observed after 
the administration of Mio-presin, all were first 
given three days’ rest in bed without therapy: 
morning and evening blood pressure readings 
were recorded before and after administration 
of the capsules. Treatment was then started 
with one capsule three times daily, and in- 
creased at three-day intervals until there was a 
satisfactory fall in blood pressure, or the end 
of a ten-day period had been reached. Blood 
pressure was evaluated on the basis of the last 
three readings. With a possible increase in 
dosage necessary, the patients were discharged 
from the hospital after a satisfactory result was 
obtained. They were to continue taking the 
dosage of Mio-pressin on a maintenance basis. 
The author continues that as a result of treat- 
Continued on page 194a 
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PROFESSIONAL COATS 
FOR PHYSICIANS 


A Blouse style with fly-front concealed zipper. 
Snap fasteners at shoulder and collar. Polar striped white ( \ } 
Dacron. Sizes 34-48. Price each: $8.95, plus 35c shipping L 


costs. 


B Softly tailored 2-button, single-breasted jacket B 
in white Dacron Taffeta. Three patch pockets and attached 

pearl buttons. Sizes 34-48, regulars and 
longs. Price each: $9.75, plus 35c shipping 


costs. 


= 


C Slip-over shirt with belted 
back and convertible collar. Sizes: Small, : 
Medium, Large, X-Large. Price each: In ° 


Sanforized White Twill, $3.95; in Dacron- 


®@ 10% discount on orders 


Pima Cotton, $9.75. Add shipping 
costs for each garment ordered. g 
A +) ® Make checks payable to 
D Laboratory coat with back if Medical Times Overseas, Inc. 
slit for stride freedom and side vents for MEDICAL TIMES 
easy access to inner pockets. Sizes 32-48. ee ee 


1447 Northern Boulevard 


@ 
Price each: In Sanforized White Twill, | 
J Manhasset, New York 


$5.95; in white Orlon, $13.95. Add 35c oC 
P shipping costs for each garment ordered. 
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controls inflammation, swelling and pain...Chymar Buccal ag 
tablets release chymotrypsin directly into the blood stream through 
the buccal mucosa for rapid systemic anti-inflammatory action. Beneficial 
in the management of inflammatory conditions of any origin, Chymar 
Buccal may be used as the sole anti-inflammatory agent in many cases. 
In more severe conditions the vigorous anti-inflammatory response ob- 
tained with injectable Chymar—Aqueous or in Oil—can be satisfactorily maintained 
with Chymar Buccal tablets. Supplied in bottles of 24 tablets containing purified chymo- 
trypsin from mammalian pancreas. Proteolytic activity . . . 10,000 Armour Units per tablet. 


CHYMAR THE SUPERIOR ANTI-INFLAMMATORY ENZYME 
ARMOUR PHARMACEUTICAL COMPANY © xanxaxee, nuinois/Armour Means Protection 
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Bune: a dependable solution to 


gynecologic office problem’ 


SEOVAGINITIS, CAUSED BY TRICHOMONAS VAGINALIS, CANDIDA 
SeeeANS, Haemophilus vaginalis, or other bacteria, is still the 
Smonest gynecologic office problem . . . cases of chronic or 
Seeaaniection are often extremely difficult to cure.” Among 75 
Seeewith vulvovaginitis caused by one or more of these 
ERICOFURON IMPROVED cleared symptoms in 70; vir- 
Semeemere severe, chronic infections which had persisted 

Me therapy with other agents. “Permanent cure by 


” 


and clinical criteria was achieved in 56... . 
. 77: 155, 1959 


Improved 


Meeieves itching, burning, malodor and leukorrhea 
richomonas vaginalis, Candida (Monilia) albicans, 
Hameeeius vaginalis = Achieves clinical and cultural cures 
where othe: fail = Nonirritating and esthetically pleasing 


2 to lasting relief: 

for weekly insufflation in your office. MicoruRr®, 
bree nifuroxime, 0.5% and Furoxone®, brand of furazoli- 
dome go in an acidic water-dispersible base. 

2. @eeeeeirories for continued home use each morning and 
nigmeeme first week and each night thereafter—especially during 
the @epertant menstrual days. Micorur 0.375% and FuROXONE 
a water-miscible base. 


Ranmew box of 24 suppositories with applicator 
jorme@re practical and economical therapy. 


MITRORUAANS—a unique class of antimicrobials 
EATGMPEABORATORIES, NORWICH, NEW YORK 
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MODERN THERAPEUTICS—Continued 


ment, 44 of 52 patients maintained their blood 
pressure at the lowered level and even further 
reduced it. In no instance was it necessary 
to increase the dose, and in 26 patients the 
daily dose was reduced from the original level. 
Side-effects were negligible, and there was no 
postural hypotension: treatment did not have 


to be decreased or withdrawn.” 
R. O. GILLESPY, M.D. 
Brit. Med. J., February 1959 


Review of 300 Patients with 
Hematemesis or Melena 

“A total of 300 patients with hematemesis or 
melena have been reviewed. 

The incidence rose in the older age groups; 
33% of the series were 60 years of age or 
older. 

Peptic ulcer or erosion was diagnosed in 
81%. 

Bleeding did not seem to be more serious 
in patients who had bled in the past. 

The proportion of ulcer patients who had a 
partial gastrectomy as an emergency for con- 
tinued bleeding was greater in those over 40 


DELIVERY UNIT 


"No Cedric, | think fundic pressure will 
suffice in this case. But thank you any- 


way for your inspirational innovation." 


years of age; in men between 40 and 59 the 
rate of this emergency operation was 23%. 

Among the 259 admissions for bleeding ulcer 
there were 14 deaths (5.4%). 

Four patients with ulcer died from contin- 
ued hemorrhage, two had been treated med- 
ically and two surgically. 

Over the age of 60 the major hazard in 
patients with bleeding ulcers was from their 
associated diseases. 

In this series there were about twice as many 


admissions in the winter as in the summer.” 
J. E. CATES 
Brit. Med. J., January 1959 


Chronic Renal Disease with 
Secondary Hyperparathyroidism 

“Only 25 well documented examples of 
hyperparathyroidism secondary to renal disease 
were found in the medical literature. Neverthe- 
less, we found evidence of secondary hyper- 
parathyroidism in 17 of 91 consecutive patients 
dying of chronic renal diseases. Severe bone 
lesions were observed in 5, lesions of mild to 
moderate severity, in 12 instances. 

The commonest renal lesion was pyelone- 
phritis, either alone or in combination with 
other lesions. Congenital lesions were also fre- 
quently observed. The incidence of uncompli- 
cated glomerulonephritis was comparatively 
low. 

Secondary hyperparathyroidism occurred 
particularly in the second and third decades 
of life and frequently in patients with renal 
disease of very long duration. The serum cal- 
cium level was often normal or elevated and 
was significantly higher than in a comparable 
group of patients with renal failure who did 
not have secondary hyperparathyroidism. Ec- 
topic calcification occurred in most patients. 

One patient, studied in detail over a period 
of 11 months, is reported fully. The differen- 
tial diagnosis between primary renal disease 
with secondary hyperparathyroidism and para- 

Continued on page 198a 
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TREATMENT OF RINGWORM INFECTI( 
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‘...A FUNDAMENTALLY NEW THERAPEUTIC APPROACH...” 
® 


Representing the achievement of a long-sought therapeutic goal, GRIFULVIN is the first 


Griseofulvin 


oral antifungal agent that is effective in many common superficial fungous diseases:"* 


Wi Tinea corporis usually clears in 2 to 4 weeks; itching stops in 3 to 5 days. 


Wi Tinea pedis usually requires 3 to 6 weeks to clear. 


WB Tinea capitis usually improves in 2 to 3 weeks. 


Hi Onychomycosis takes 3 to 4 months to clear, but new normal nail growth is seen earlier. 


@§ Oral Gri FULVIN appears to have a very low level of toxicity...no evidence of damage 


to liver or kidneys. 


STRIKING CLINICAL RESULTS IN FUNGOUS INFECTION OF THE SKIN, HAIR, AND NAILS 


In two clinical studies'* comprising 41 patients, all dermatomycoses caused by any species 


of Trichophyton, Microsporum or Epidermophyton showed a uniformly favorable response 


to GRIFULVIN. Patients found rapid relief from itching; infected palms soon lost their 


hyperkeratosis; normal sweating, long absent, returned; normal growth replaced infected 


nails, and scalp lesions disappeared in two weeks. Subjective complaints by patients were 


few and mild. 


See professional literature for details of administration and dosage. 


Supplied : 250 mg. scored, aquamarine tablets, imprinted McNEIL, bottles of 16. 


(1) Williams, D. I.; Marten, R. H., and Sarkany, I.: Lancet 2:1212 (Dec. 6) 1958. (2) Blank, H., and Roth, F J., Jr.: A.M.A. Arch. 
Dermat. 79:259, 1959. (3) Goldfarb, N., and Rosenthal, S. A.: Current M. Digest 26:99, 1959. (4) Wrong, N. M.: Canad. 
M. A. J. 80:656 (April 15) 1959. 


McNEIL 


McNEIL LABORATORIES, INC + PHILADELPHIA 32, PA. 
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DRAMATIC IMPROVEMENT IN TRADITIONALLY REFRACTORY RINGWORM INFECTIONS 


rubrum infection of 7 years’ duration. After 4 months of treatment with Grirucvin. Same patient after 6 months of treatment 
with Grirucvin, 


M. canis infection of 6 months’ duration. Before treatment. 


T. rubrum infection of 20 years’ duration. Before treatment. After 1 month of treatment with Gairucvin, 
The patients shown above received Grirucvin brand of griseofulvin. Photographs by courtesy of Harvey Blank, M.D.; Miami, Fla. 
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MODERN THERAPEUTICS—Continued 


thyroid adenoma with secondary renal disease 
was difficult but was settled by renal biopsy, 
which revealed primary renal disease.” 


VICTOR E. POLLAK, ALBERT F. SCHNEIDER, 
GERHARD FREUND, ROBERT M. KARK 
Arch. of Int. Med., February 1959 


Effects of Repeated Poisonous Snakebites 

“1. The effects of repeated poisonous snake- 
bites in 14 patients were studied. One patient 
had 12 different poisonous snakebites, one pa- 
tient had 10 snakebites, 2 had 6 bites, one had 
5 bites, 3 had 4 bites, one had 3 bites, and 
5 had 2 bites. All but 3 of the snakes inflicting 
these bites were North American pit vipers. 

2. Five patients had permanent local defects 
such as atrophy of muscles and amputations 
of digits following snakebites. There was no 
evidence of chronic liver or kidney disease in 
these patients. 

3. There was no clinical or laboratory evi- 
dence that these patients developed permanent 
immunity to pit viper venoms. The lack of 
permanent immunity was attributed primarily 
to the prolonged and irregular intervals be- 
tween envenomations and the short latent 
period between a bite and the development of 
clinical envenomation which does not allow 
sufficient time for a ‘booster effect’ on antibody 
production. Other possible contributing factors 


were bites by different species of snakes, anti- 
venin inhibition of active immunity, and incon- 
sistencies in the doses of venom injected. 

4. Thirteen of the 14 patients with repeated 
envenomations were scratch tested for snake 
venom allergy. Of these 4 were found allergic 
to rattlesnake or moccasin venoms, or both. 
Some patients exhibited allergy to the venom 
of snakes zoologically related to the species 
which bit them. For example, a patient may 
become allergic to moccasin venom even though 
he was bitten previously by rattlesnakes. The 
severity of repeated snakebites in non-allergic 
patients depends on the characteristics of the 
individual envenomation and not on the cumul- 
ative effects of previous snakebites.” 


HENRY M. PARRISH and C. B. POLLARD 
The Am. J. of the Med. Sciences, March 1959 


Acute Cholecystitis 

“1. Acute primary cholecystitis is a medical 
problem. It may resolve completely, or lead 
eventually to chronic or recurrent cholecystitis, 
usually with gall-stones. 

2. Acute secondary cholecystitis is a surgical 
problem, in which the correct timing of the 
operation is all-important. 

3. ‘Emergency’ curative operation should be 
restricted to patients admitted within seventy- 
two hours of onset, and when the patient’s con- 
dition is favorable, the experience of the clinic 
mature, and theater facilities adequate. 

4. For all other patients the better policy is 
to tide the patient over the acute symptoms, 
and to perform an ‘interval’ operation, if pos- 
sible after a convalescent period. 

5. The ‘wait and see’ policy should not be 
followed when: (a) the condition is very acute, 
and spread outside the gall-bladder is suspected, 
(b) medical treatment fails. 

6. Operative procedure should be conserva- 


tive.” 
HAROLD C. EDWARDS 
The Practitioner, February 1959 


Continued on page 202a 
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no asthma SyMmptomsSs-— One Tedral tablet, taken at the first sign 
of attack, helps most chronic asthma patients breathe normally and live actively . . . 
stay free of bronchospasm, mucous congestion and apprehension. For especially fre- 
quent or severe attacks, prescribe | or 2 Tedral tablets every 4 hours plus an addi- 
tional tablet at the first sign of symptomatic break-through. Tedral is available in five 


convenient dosage forms. 
Formula: theophylline, 130 mg., (2 gr.); ephedrine HC1, 24 mg., (*s gr.); phenobarbital, 8 mg., ("6 gr.). 


TEDRAL 


the dependable antiasthmatic 
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It spares them the 
usual rauwolfia side effects 


FOR EXAMPLE: “A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing hypertension, 
although the daily dosage required is higher than that of reserpine. Severe side-effects are infrequent, 
and this attribute of syrosingopine is its chief advantage over other Rauwolfia preparations. The 
drug appears useful in the management of patients with essential hypertension.” 


Almost all side effects relieved when Singoserp was 
substituted for other rauwolfia derivatives in 24 patients’ 


| Incidence 
Side Effects with Prior Relieved by Not 
Rauwolfia Agent Singoserp Relieved® 


Depression 1 10 


Lethargy or fatigue 5 


Nasa! congestion 7 


Gastrointestinal 
__disturbances 


Conjunctivitis 


*Two of the 24 patients had two troublesome side effects. 


(syrosingopine CIBA) 
First drug to try in new hypertensive patients 


First drug to add in hypertensive patients already on medication 


Supplied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. Samples available on request. 
Write to CIBA, Box 277, Summit, N. J. 


1. Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, M. R., and Wright, J C.: J.A.M.A. 169:1609 (April 4) 1959. 
2. Bartels, C. C. Clinical report to CIBA. 
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Epileptic Patients Treated with 
Ethoxzolamide 

Poorly controlled epileptic patients, accord- 
ing to the authors, are becoming increasingly 
fewer in number as more anticonvulsant medi- 
cations are becoming available. At the same 
time, the standards of effectiveness for anti- 
convulsant agents are growing more stringent. 
To be effective, a new agent must significantly 
decrease the frequency of seizures in patients 
who are not controlled with presently available 
medications. Ethoxzolamide appears to fulfill 
these requirements. Since the anticonvulsant 
properties of a drug are due primarily to its 
action as a carbonic anhydrase inhibitor, the 
ratio of these two factors may be assumed to 
control the anticonvulsant action. The potency 
of ethoxzolamide in inhibiting carbonic anhy- 
drase has been shown to exceed that of other 


gets Sef 


atient on his diets, 


ROX 


agents. Twenty-five patients from the Monte- 
fiore Hospital Epilepsy Clinic (New York City) 
were studied in connection with the administra- 
tion of ethoxzolamide: five had petit mal, nine 
had grand mal, and eleven had psychomotor 
seizures. As a result of therapy, four patients 
with petit mal had excellent control, also, five 
sufferers from grand mal obtained complete 
control. The improvement of patients with psy- 
chomotor seizures was significant but less strik- 
ing. Side-effects necessitated withdrawal of the 
therapy in two instances, otherwise they were 
minimal. Because of its high potency as a car- 
bonic anhydrase inhibitor, ethoxzolamide ap- 
pears to the authors to be a worthwhile addi- 
tion to the anticonvulsant agents. 
SEYMOUR SOLOMON, M.D. and 
ASAO HIRANO, M.D. 
Neurology, March 1959 
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Infections Treated with 
Triacetyloleandomycin 

The authors wished to observe the action of 
triacetyloleandomycin in connection with a 
greater number of patients than had been feas- 
ible in their initial observation of the new anti- 
biotic. Two hundred thirty patients are in- 
cluded in their present report. This, they be- 
lieve, provides a representative cross section 
of the types of infection encountered in a medi- 
cal practice oriented to internal medicine and 
diseases of the chest. The patients in the group 
ranged in age from nine months to 78 years. 
The average patient received 2 Gm. of tri- 
acetyloleandomycin in divided doses the first 
day, and 1 Gm. daily thereafter, given in doses 
of 250 mg. Antibiotic therapy was usually con- 
tinued for at least 48 hours after all ob- 
jective and subjective signs of infection 
had cleared. Adjunctive or supportive 
therapy, such as surgical draining and digi- 
talization as required by the infection or co- 
existent disease, was employed when indicated. 
The pathogenic organisms were determined by 
bacteriologic examinations in the majority of 
cases. The organisms in half of the cases were 
found to be Staphylococcus which had become 
resistant to the more commonly used anti- 
biotics. Others occurring less frequently were: 
Hemophilus influenzae; Streptococcus; Strep- 
tococcus faecalis; Diplococcus pneumoniae; 
Neisseria gonorrhoeae; Escherichia coli and 
species of Proteus. There were 71 infections of 
the lower respiratory tract and 58 of the upper 
tract; 78 infections of the skin or soft tissue; 
three gastrointestinal infections, and 20 genito- 
urinary infections. Of these, 213 responded 
satisfactorily to triacetyloleandomycin therapy; 
in the remainder, the response was poor. Re- 
duction of temperature and toxicity usually 
occurred within 48 hours. In the 17 patients 
whose response to therapy was poor, coexistent 
complications could well account for the failure 
of the antibiotic. No toxicity attributable to the 
use of triacetyloleandomycin was noted. Side- 
effects were confined to the gastrointestinal 
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tract, and were manifest as nausea, vomiting, 
or diarrhea in less than ten percent of the pa- 
tients. After omitting one or two doses of the 
drug they were able to continue its use. 


HARRY SHUBIN, M.D., ET AL. 
Antibiotic Medicine & Clinical Therapy, March 1959 


Promethazine as Preanesthetic Medication 

Results of the use of one of the phenothia- 
zine derivatives for patients about to undergo 
surgery left the author somewhat unimpressed. 
Therefore, promethazine was substituted in the 
preanesthetic regimen. With the use of 50 mg. 
of promethazine to which was added meperi- 
dine hydrochloride, improvement in the pre- 
and postoperative condition of the patients be- 
came evident. A more extensive trial was con- 
ducted in which promethazine alone or com- 
bined with meperidine was used in the pre- 
anesthetic regimen for more than 3,000 private 
and ward patients, a figure that was later aug- 
mented by 2,000 additional administrations. 
Results which were representative of those in- 
curred in the entire group of patients were 
given in detail by the author for a small seg- 
ment of the series. Emergence from the an- 
esthetic was smooth in 94 percent of the pa- 
tients. If sedation or antiemetics appear neces- 
sary in the recovery room, the same amount 
of promethazine is administered that was given 
preoperatively. During emergence, about 10 to 
15 percent of patients pass through a period 
of excitation before regaining full conscious- 
ness. However, the promethazine-treated pa- 
tients are quiet and easily manageable in the 
recovery room, also, there is less nausea and 
vomiting. Especially for sedation of older per- 
sons, promethazine is an excellent choice. It 
must be remembered, of course, that the aged 
patient will require smaller doses. For chil- 
dren, 25-mg. suppositories of promethazine are 
very satisfactory. 


ALFRED H. SMITH, M.D. 
N. Y. State J. of Med., March 1959 
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NEWS AND NOTES 


Normal Hearing Restored by Surgery 

Modern surgical advances are helping many 
deaf persons to regain normal hearing, accord- 
ing to two specialists at the University of Michi- 
gan Medical Center. Many hearing problems 
can be corrected by surgery if the cause lies in 
certain parts of the ear, such as the external 
ear canal, ear drum, or a part of the middle 
ear... Surgery, however, is useless if the nerve 
that carries the sound waves to the brain is not 
functioning properly. In normal hearing, sound 
waves vibrate through several chambers to 
reach the inner ear. Then auditory nerves carry 
the signal to the brain. An interruption any- 
where along this chain can create a hearing 
problem. 

The simplest form of hearing interference is 
a bone blocking the external ear canal, some- 
times found in the newborn. Surgeons can cre- 
ate a new entrance for the sound. Enlarged or 
infected adenoids often cause fluid to back up 
in the middle ear and cause a hearing loss. The 
surgeon can correct this problem by removing 
the adenoids and draining the fluid through a 
small incision in the ear drum. Other opera- 
tions deal with defects of the ear drum and the 
structures behind it in the middle ear. To relay 
sound waves efficiently, the ear drum should be 
intact, and skin grafts are sometimes used by 
otolaryngologists to repair any punctures. Sur- 
geons can also reconstruct other defective parts 
of the ear, but they have been unsuccessful in 
correcting damage to the nerve itself. 
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Selected items of current interest from the fields of medical 
research and education 


Triplets in New York City 

More than three times as many triplets have 
been born in New York City during the first 
quarter of 1959 as were statistically expected. 
Of the ten sets of triple births, five have oc- 
curred in Brooklyn. 


The Mechanism of Chemical Poisoning 
Two scientists at the University of Michigan 
Medical Center have shed new light on the 
mechanism of chemical poisonings. After a 
two and one-half-year study of the toxic effects 
of carbon tetrachloride, they found that a wide 
group of industrial chemicals are not poisonous 
themselves, but they trigger a massive and pro- 
longed discharge of adrenalin within the body, 
the result of which can prove fatal. Adrenalin 
is the emergency hormone that is released by 
the body to sharpen natural defenses in mo- 
ments of stress or fear. However, an overload 
can severely damage the liver. The investiga- 
tors, both members of the Pharmacology De- 
partment, have traced a definite chain reaction. 
The carbon tetrachloride, they found, affects 
the brain, bringing about a wholesale discharge 
of adrenalin. This somehow breaks down the 
body’s stored fat, and fills the blood stream 
with fatty acids. At the same time, it impairs 
the blood flow to the liver so that that organ 
cannot function normally. If this process goes 


uncorrected, the poisoning will prove fatal. 
Continued on page 206a 
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CO.” ANTIBIOTIC LOTIONS 
FOR TOPICAL BACTERIAL INFECTIONS 


Antibiotics NEW 


= Of proven effectiveness 


Each cc. contains: 
‘CORTISPORIN’® ‘Aerosporin’® 
ese brand brand Polymyxia B Sulfate 
= That rarely sensitize Lotion 10,000 Units 
Neomycin Sulfate. ..5 mg. 
Hydrocortisone. ..(1%) 10 mg. 
in a special 


To which resistance / 
or cross-resistance | 
rarely develops clinically iam 


= That are seldom 
used systemically ‘NEOSPORIN’® 


brand ‘Aerosporin’® 
Antibiotic Lotion _ brand Polymyxin B Sulfate 
| 10,000 Units 
Neomycin Sulfate...5 mg. 
in a special 
water-miscible lotion 
base. Plastic squeeze 
bottles of 20 cc. 


The assurance of proven formulas — 


-“Cosmetically acceptable” 
to the patient 


| 


& Co. (U. Ss. A.) INC., Tuckahoe, 
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NEWS AND NOTES—Continued 


Psychiatric Community Technique 

A British physician, an outstanding exponent 
of a new “unlocked door” type of psychiatric 
care, will assist in setting up a psychiatric treat- 
ment unit at Stanford’s new $22,000,000 Medi- 
cal Center now under construction on the Uni- 
versity’s Palo Alto campus. Professor Maxwell 
S. Jones, Director of the Social Rehabilitation 
Unit at Belmont Hospital in Surrey, England, 
will serve as visiting professor of psychiatry at 
Stanford Medical School for one year begin- 
ning on July 1, 1959. 

The new type of psychiatric care, called the 
“therapeutic community” technique, was devel- 
oped in England by Dr. Jones and others. It 
allows mental patients wide freedom on their 
own responsibility as a group. Experience 
shows that individual patients conform volun- 


tarily to the group’s standards and abide by 
group decisions. The therapeutic community 
helps patients heal themselves. By giving the 
patient as much responsibility as he is ready 
to accept, attention is focused on the healthy 
aspects of his personality rather than on the 
unhealthy ones. Formerly, the ward was like 
any standard, locked psychiatric ward; most 
patients were tense and withdrawn. Now the 
atmosphere is relaxed, and patients respond 
accordingly. 

In the Stanford ward already in operation 
in San Francisco the group generally numbers 
12 to 15. Nearly all patients who apply are 
admitted as long as there is room. Decisions 
are made at daily group meetings in democratic 
style. An elected committee of six patients acts 


Continued on page 208a 
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SHRINKS THE APPETITE 
a ... AT THE HUNGER PEAKS 


¢ Controls compulsive eating 
¢ Helps to ease bulk hunger 


Each tablet contains: 

Dextroamphetamine Sulfate 5 mg. 
Methyicellulose ...... 350 mg. 
Butabarbital Sodium 10 mg. 


Dosage is flexible: 

%, 1 or 2 tablets once, twice or 
three times daily. The usual dosage 
is one tablet upon arising and at 


11 A.M, and at 4 P.M. 
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GENTIAN VIOLET 


VAGINAL TABLETS 


The Only 
Specific Antimycotic 
Vaginal Tablet With 
A Gel Forming Base 


A new vaginal therapy specifically designed to pro- 
duce unmatched and outstanding results. Methyl- 
rosaniline chloride (gentian violet) has generally 
proved the most effective and specific agent for 
the treatment of vaginal candidiasis caused by the 
fungus Candida. 

Hyva Gentian Violet Tablets virtually eliminate 
the principal disadvantages of present gentian 
violet preparations. They may be handled without 
staining and have psychological and aesthetic 
acceptance. 

Hyva combines the fungicidal action of gentian 
violet (1.0 mgm.) with three active surface reduc- 
ing agents and bactericides.* These active ingre- 
dients have been incorporated into a mildly 
effervescent “gel’’ forming base which provides 
for maximum and prolonged effectiveness. Shorter 
treatment time is required without the usual messi- 
ness normally experienced. 

One tablet intravaginally for 12 nights. When neces- 
sory one tablet twice daily may be recommended. 
Patient should take ao Nylmerate Solution water douche 
on arising and preceding next tablet application. 
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to NORMALIZE 
bowel function 


L. A: Formula 


It has been shown! that the colon 

resumes a more normal peristaltic 

pattern’ when it is supplied with 

a stool of medium soft consis- 

tency of sufficient bulk,* especial- 

ly if the indigestible portion of 

that bulk consists primarily of 

hemicellulose.t To provide 

smooth bulk—L. A. Formula— 

effective,> palatable, economical. 

1. Dolkart, Dentler & Barrow, Iil. 
Med.J., 90:286, 1946 

. Adler, "Atkinson & Ivy, Am.J. 
Digest.Dis. 8:197, 1941 

. Wozasek & Steigman, Am.J. 
Digest.Dis. 9:423, 1942 

. Williams & Olmstead, Ann.Int. 
Med. 10:717, 1936 

. Cass & Wolf, Gastroenterology, 
20:149, 1952. 


*Abbreviation for the Latin “Levis 
Amplitudo”, meaning smooth bulk. 


YOUR PATIENTS WILL 
APPRECIATE THE MODEST COST! 


made since 1932 by 
BURTON, PARSONS & COMPANY 


Oniginators of 
Fine Mydrophilic Colloids 


Washington 9, D. C. 


NEWS AND NOTES—Continued 


as a kind of executive board to carry out the 
group’s decisions. Patients may take walks 
around the hospital grounds on their own. 
They merely sign out, marking the hour and 
their destination. They may go beyond the 
hospital block if accompanied by a member of 
the staff, and frequently do. Tennis, shopping 
tours, group picnics, and swimming parties 
make up some of the off-grounds activities. In- 
doors, the patients hold parties to celebrate 
holidays, birthdays, or other events. The ward 
is equipped with a kitchenette, always open 
and well stocked with snack material. There 
is a recreation room with a radio, record player, 
and television. Other rooms provide hobby ma- 
terials, and home laundry facilities. Most pa- 
tients share a double room, and the others 
have single rooms of their own. 

The unit was inaugurated nearly two years 
ago, and has an enviable record of smooth op- 
eration which is far superior to that of standard 
locked wards with similar patient groups. A 
number of therapeutic community units are op- 
erating successfully at public hospitals through- 
out the United States, but it is believed that 
Stanford’s is the only private general hospital 
unit of its kind. 


Magnesium Deficiency Tetany 
A new disease, magnesium deficiency tetany, 
that can be simply diagnosed and rapidly cured 
by specific therapy, was described recently by 
scientists from the Harvard Medical School 
and the Peter Bent Brigham Hospital. Their re- 
port is the first clear-cut proof that magnesium 
deficiency causes a specific disease in man al- 
though magnesium has been known to play an 
important role in the enzymatic processes of 
the cell as well as in the maintenance of nor- 
mal nerve and muscle function. The magnesium 
deficiency disease is characterized by tetany and 
convulsions. Identification of the disease was 
made in the Biophysics Research Laboratory 
of the Harvard Medical School through the 
Continued on page 212a 
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greater 
relief for 

y hay fever 
“sufferers 
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Novahistine works better than antihistamines alone 


*Trademark 
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Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 


one dose of 2 tablets for day-long or night-long relief. 
Each long-acting tablet contains Phenylephrine HCI 
20 mg. and Chiorprophenpyridamine maleate 4 mg. 


Bottles of 50 and 250 green, film-coated tablets. 
PITMAN-MOORE COMPANY Division of Aitied 
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CREME pH 4.2 LOTION pH 4.5 


protective acid mantle of 
the skin, which has been removed by. 


ACID MANTLE Creme and Lotion, and — 


_ washing with soap and detergents, is _ ) 
instantly restored and maintained 
“normal physiological ap- 


CHEMICAL? 


Stops the Flame of Skin Inflammation .. 


THE MODERN sane S SOLUTION used all over the world _ 
.. for contact dermatitis due to alkalis, chemicals, oils, 
soaps, plastics, etc. Also in powder packets. 


DOME CHEMICALS INC. 
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for dry, red, scaly, 
| cracked, soap-abused hands 
A 
i 
\eid Mantle 
Creme in 1 oz. tubes, 4 o7., 1 Ib. and 5 Ib. jars. 
lotion in 4 oz. squeeze bottles, 1 pint, and 
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In the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Gelgy's tradomark for phenylbutazone—Reg. U. S. Pat. Off. 
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NEWS AND NOTES—Continued 


development of a new instrument, a multi- 
channel flame spectrometer which permits a 
direct reading of the level of magnesium pres- 
ent in the blood. Prior to the development of 
the spectrometer, methods for the determina- 
tion of magnesium levels in the blood were 
“imprecise, inaccurate, and cumbersome.” 
Normally the blood contains about 2.4 milli- 
grams of magnesium per 100 cubic centi- 
meters. 

Five patients with this disease who were 
studied and treated in the Hospital had only 
about 50 percent of the normal amount of 
magnesium in their blood. The symptoms of 
the magnesium deficiency disease, it was 
pointed out by the investigators, are indistin- 
guishable from a disease caused by calcium 
deficiency. On examination, however, the cal- 
cium level of the blood in the patients studied 
at the Peter Bent Brigham Hospital was nor- 
mal. Moreover, all of the symptoms of the de- 
ficient patients disappeared when they were 
treated with injections of magnesium. Patients 
who develop magnesium deficiency tetany, it 
was noted, are those who have had severe in- 
fections or surgical procedures which, in the 
course of treatment, required that they be fed 
intravenously. Adequate sodium, calcium, po- 
tassium and carbohydrates, known to be essen- 
tial in the diet, were included in the fluids, but 
magnesium was not added. Daily treatment of 
the patients deficient in magnesium at the Hos- 
pital consisted of eight grams of magnesium 
sulfate administered parenterally. The treat- 
ment is continued over a period of several days, 
but improvement is noted within hours and is 
accompanied by a striking rise in the serum 
magnesium content to normal. 

Empirically, magnesium has been used in 
clinical medicine, primarily as a cathartic, since 
the days of the Renaissance in Italy when vari- 
ous salts of magnesium were employed. In 
England, a similar medicinal use followed the 
discovery of the famous spa at Epsom. Mag- 
nesium has been known to be present in the 
body for at least 100 years. 
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Leptospirosis 

Scientists at the University of Pennsylvania 
School of Veterinary Medicine, with the co- 
operation of federal, state, county and profes- 
sional agencies, are launching one of the most 
comprehensive studies yet to be made of lepto- 
spirosis, a disease primarily of animals, and 
known as Weil’s disease when found in man. 
The study will be under the direction of Dr. 
C. J. Hollister, Associate Professor of Veter- 
inary Medicine at New Bolton Center, the 
School’s 320-acre site in Chester County. The 
Center will also be leptospirosis headquarters. 

The investigators want to learn what the in- 
cidence of the disease is in as many species as 
possible. There are 20 known leptospirosis or- 
ganisms, and they want to try to learn which 
organism causes the disease in what species, 
how the disease is transmitted, how it is spread, 
and how the organisms are kept alive. Scien- 
tists have suspected that the organisms are car- 
ried and spread by rodents and animals which 
have recovered from the disease, in much the 
same way that “typhoid Mary” spread that 
dread disease. 

Leptospirosis has rapidly become a world- 
wide disease problem with the United States 
no exception. The U.S. Department of Agri- 
culture states that farmers in this country lost 
more than $100,000,000 as a result of the dis- 
ease in 1954, only six years after its first re- 
ported outbreak in an Illinois herd of beef cattle 
in 1948. Horses, swine and household pets as 
well as human beings may also become affected. 

The U. S. Department of Agriculture has as- 
signed a veterinarian and serologist to the New 
Bolton Center leptospirosis laboratory. They 
are being trained for this study at the Lepto- 
spirosis Laboratory at Walter Reed Medical 
Center in Washington, D.C. The study is be- 
ing supported by the Agricultural Research 
Service of the U. S. Department of Agriculture, 
the National Institutes of Health, and the Uni- 
versity of Pennsylvania Institute for Cooperative 
Research. 
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new RAMSES BENDEX 


Diaphragm 


The cushioned comfort and sensitivity built 
into both the regular RAMSES® Diaphragm 
and the new RAMSES BENDEX,® a bow-bend 
Diaphragm, contribute to the physical ease and 
emotional security that encourage patient 
cooperation. 
The regular RAMSES Diaphragm, suitable for 
most women, is distinguished by a soft cush- 
ioned rim and flexibility in all planes to permit 
complete freedom of motion. The complete unit 
—the new RAMSES “TUK-A-WAY”® Kit #701 with diaphragm, introducer and jelly, is attrac- 
tively packaged in a new zippered case which opens top and side. 
For those women who need a different type of diaphragm, the RAMSES BENDEX is now avail- 
able, retaining all the desirable flexibility of RAMSES coil-spring construction. The bow-bend 
or arc-ing type of construction makes it especially suitable for the woman with structural abnor- 
malities such as cystocele or rectocele. No introducer is required. Further information about 
the new BENDEX may be obtained from your local Schmid representative. 
RAMSES Jelly,* uniquely suited for use with either type of RAMSES Diaphragm, further con- 
tributes to the patient’s comfort and protection by flowing freely over the rim and surface to 
lubricate the diaphragm, aid in insertion, and protect the patient for ten full hours. 


When you fit your patient with one of these RAMSES Diaphragms you are providing essential 
inner security. She is assured she can plan her family according to her wishes, safe in the 
knowledge that she is using not only the most reliable method—diaphragm and jelly, which 
reduces the likelihood of conception by at least 98 per cent'—but the most comfortable choice 


—RAMSES Diaphragm and Jelly. 


1. Tietze, C.: Proceedings, Third International Conference Planned Parenthood, 1953. 


*Active agent, dodecaethyleneglycol monolaurate 5%, in a base of long-lasting barrier effectiveness. 


GMACL RAMSES, ““TUK-A-WAY,” and BENDEX are registered trade-marks of Julius Schmid, Inc 
JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 
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NEWS AND NOTES—Continued 


New Hospital at Omaha 

Construction is in progress for Unit III of 
University Hospital and the University of 
Nebraska College of Medicine, Omaha. The 
new unit is planned for use as expanded out- 
patient clinics and supportive activities, along 
with modern radiology and pathology depart- 
ments and classroom areas. 


Arthropod-Borne Disease Research 

The Division of Biological Sciences at the 
University of Illinois has received a $693,015 
grant from the U.S. Department of Health, 
Education and Welfare to provide facilities for 
a world research center which will investigate 
problems and mechanisms underlying arthro- 
pod-borne diseases. The grant calls for a 
matching appropriation from the University. 
Present plans call for construction of a third 


unit to the new biology building to house a cen- 
tral entomological laboratory to be known as 
an Arthropod-Borne Disease Research Unit. 
In recent years, expert groups reviewing the 
status of arthropod-borne diseases throughout 
the world have unanimously stressed the short- 
age of basic information on all fundamental 
aspects of the biology, ecology, physiology, 
biochemistry, and genetics of insect transmit- 
ters and causative agents concerned. 
Specialists from all over the world will com- 
prise the center’s staff along with present mem- 
bers of the University faculty. Basic research 
will be conducted in insect physiology and bio- 
chemistry, insecticide resistance mechanisms, 
ecology and bionomics of mosquitoes, funda- 
mental genetics of mosquitoes, fundamental vi- 
rology and insect-virus relationships, and toxi- 
cology of insecticides. Continued on page 216a 
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doubly valuable for patients on salt-restricted diets 


Besides encouraging the patient’s adherence to diet, DIASAL offers pleasant-tasting prophylaxis against 
the potassium loss incurred by the use of the more recent oral diuretics. The potassium supplemen- 
tation, concurrently supplied by p1asaL, helps avoid digitalis toxicity due to urinary loss of this ion. 
Constituents: Potassium chloride, glutamic acid and inert excipients. Available in 2-ounce shakers and 8-ounce bottles. 


E. FOUGERA & CO., INC., Hicksville, Long Island, New York 
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WELL TOLERATED 


by Q7 0%, But 22.4% 


with 


of 336 patients'® FeSO. 


VITAMIN C-— “Optimal absorption of iron is best assured by 


administering it in the ferrous form with ascorbic acid...”"* 


Each contains —Mol-Iron (ferrous sulfate 
WITH 195 mg., and molybdenum oxide 3 ms } 
us ascorbic acid 75 mg. Hottles of 100. 


or 2 tablets t.i.d 
- |. Grit M. J. 1-407, 1957.2. Bull Margaret Hag~e Mat Hosp 
68, 1948 3 Am Obst 57-541, 1989. 4 Connecticut 


MJ. 14930, 1950. 5 -Lancet 66.218, 1946.6 Am J Obst & 


Gyn 62.947, 1951 7. Am. Med. Se 212:76, 1996. & Obst 
& Gynec. 5 201, 1955 9. }. Ped 41-170, 1952.10 Ann tnt. Med 
42 458, 1955 


Wh. WHITE LABORATORIES, INC 
TABLETS KENILWORTH, N. J. 
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NEWS AND NOTES—Continued 


Coagulase 

The demonstration of the action of a chemi- 
cal substance in producing staphylococcal in- 
fections may bring scientists one step closer to 
solving the problem of preventing and control- 
ling these infections. Dr. Richard Ekstedt, As- 
sistant Professor of Microbiology, Northwest- 
ern University Medical School, Chicago, de- 
scribed the action of coagulase, an enzyme pro- 
duced only by the virulent strains of staphy- 
lococci and not produced by harmless strains of 
bacteria. The Doctor has shown, for the first 
time, that when coagulase is mixed with the 
strains of the bacteria which do not ordinarily 
produce disease, these bacteria then become 
virulent and produce infection. 

Staphylococcic infections are caused by a 
group of bacteria which are constantly present 
in the environment. They produce infection, 
however, only when resistance is lowered by 
injury to the tissue or when the body’s 
resistance is lowered by another disease. 
Thus, hospital patients and newborn in- 
fants who have little resistance to disease, are 


...and so, we won't have to see you again for 
another six months. 


particularly susceptible. These microbes pro- 
duce a variety of diseases ranging from minor 
skin infections to pneumonia and blood poison- 
ing. Unfortunately these microbes, in time, be- 
come resistant to penicillin and other antibi- 
otics used to treat infectious diseases. 

It has never been understood just how a 
staphylococcal infection gets started in the 
body. It has been known that the strains of 
staphylococci which produce disease also pro- 
duce the substance called coagulase, and non- 
producing disease strains do not produce co- 
agulase. When this substance, which in itself 
is not harmful to animal tissues, is mixed with 
strains of staphylococci incapable of producing 
it themselves, the mixture causes fatal staphy- 
lococeal infection. Bacteria injected without 
the coagulase added are ineffective. 


Effects of Emotional Stress 


Sudden emotional strain can send potentially 
harmful fat rushing into the the bloodstream. 
This discovery, which sheds new light on the 
“missing link” between emotional stress and 
heart disease, was reported by a Duke Uni- 
versity medical scientist. Dr. Morton D. Bog- 
donoff presented laboratory evidence to show 
that acute emotional episodes cause fatty sub- 
stances to move from body tissues into the 
bloodstream. One widely-accepted medical view 
holds that atherosclerosis and certain kinds of 
heart attacks are caused by fatty deposits build- 
ing up on the walls of arteries. The demonstra- 
tion that acute as well as chronic emotional 
stress causes release of fatty substances into 
the bloodstream provides new evidence that 
this fat-release may be one of the reasons for 
the high incidence of heart disease among peo- 
ple working under great emotional strain. The 
investigators measured the amount of non-ester- 
fied fatty acids in the blood before and after 
emotional stress, thus obtaining an index of 
fat movement from body tissues to the blood- 
stream. 

Continued on page 218a 
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“Fattylfoods always give me 


that bloated feeling, 


doctor.” 


Fat-intolerance dyspepsia, with its characteristic 
symptoms of discomforting fullness, flatulence, 
belching and biliousness, can be effectively man- 
aged by means of OxsORBIL. 

OXSORBIL, containing the surface-active agent 
Polysorbate 80 - pre-emulsifies fats in the stomach 
- stimulates production and flow of bile - decreases 
viscosity of bile and aids in flushing of the gall- 
bladder - maintains normal peristaltic tone. 

When gastrointestinal spasm and nervous ten- 
sion complicate the management of the patient 
OXSORBIL-PB, containing phenobarbital and bella- 
donna, is recommended. 


Supplied: Bottles of 100 capsules. 


Literature available upon request 
OXSORBIL 


Choleretic— FAT EMULSIFIER— Cholagogue 


OXSORBIL-PB 


ae The OXSORBIL formula plus phenobarbital and belladonna 


Philadelphia 1, Pa. 


For the management of fat-intolerance dyspepsia 
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NEWS AND NOTES—Continued 


Viruses in Relation to Cancer 

Duke University medical scientists have re- 
ceived a major stepping up of research that 
may ultimately lead to the cure or prevention 
of leukemia and other forms of cancer. The 
increased tempo is being made possible through 
funds totaling $1,500,000 which have been 
allocated to the University by the U.S. Public 
Health Service for a concentrated attack on 
these diseases. 

The money will finance expanded work dur- 
ing an eight-year period in what is now con- 
sidered the most promising area of cancer re- 
search—the study of viruses as a possible cause 
of leukemia, Hodgin’s disease, and related types 
of cancer. Dr. Joseph W. Beard, Duke virolo- 
gist, is head of the project and also head of the 
Duke Medical Center’s laboratory for study of 
viruses as related to cancer. With the funds 


now at their disposal, the scientists can expand 
their investigations to a scale in keeping with 


NORMAL 


REGULARITY 


1. Goodman, L. & Gilman, A.: The Pharmacological Ba of Therapeutic 
and Use,W.H.Saunders Co.,1958, p.440. 3. Blatt et al: J. of Ped., Vol. 22 


the magnitude of the problem they hope to 
overcome. Virus studies are now generally rec- 
ognized as the most promising approach to the 
study of cancer and to the control of certain 
kinds of cancer. 

The eight-year grant represents a departure 
from previous U.S. Public Health Service pol- 
icy because it has been given for a compara- 
tively long time to enable pursuit of a problem 
over a prolonged period. Usually such grants 
are made on a year-by-year basis. Emphasis 
will be placed on human leukemia and Hodg- 
kin’s disease, but work will continue with chic- 
ken leukemias because such studies provide 
information that often can be applied to human 
cancer research. 

The Duke work involves electron microscopy 
to detect viruses in human cells; tissue culture 
to obtain cells and tissues for laboratory inves- 
tigation; studies of the enzyme systems of 

Continued on page 220 


When a gentle, effective laxative is 
needed to help establish normal 
regularity, Ex-Lax may be recommended 
with confidence. Phenolphthalein, 
the active ingredient in Ex-Lax, exerts 
its greatest effect upon the colon’ 

... acts gently, overnight ...in 

the morning produces a stool 

very much like normal.’ It may be 
safely given as directed to 

the young and old.° 


Each tablet of Ex-Lax contains 

the equivalent of 142 grains of standardized 
yellow phenolphthalein, biologically 

tested for effective action. 


EX-LAX 

1S SAFE, GENTLE, EFFECTIVE a 

Conforms to code 
for advertising 


2nd ed., Macmillan Co., 1956, p. 1054. 2. Beckman, H.: Drugs, Their Nature, Action 
No. 6, 1943, p.725. Abramowitz, E.W.:Am.J.Dig. Dis., Vol.17,No.3,1950, p.81-82. 
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WHENEVER COUGH THERAPY IS INDICATED 


SYRUP 
lo FOR COUGH CONTROL 


cough sedative, antihistamine /expectorant 


“| felieves cough and associated symptoms 

it 75-20 minutes e effective for 6 hours or longer 
promotes expectoration rarely constipetes 

agreeably cherry-flavored 

Esch teaspoonful (5 cc.) of Hycomine contains: 
tlycodan® 


Dihydrocodeinone Bitartrate 5 me. my 
(Warning: May be nabit-forming) 


Homatropine 1.5 
Pyrilarmine Maleate 
Ammonium Chioride 

Sodium Citrate . 


» Literature Supplied: As a pleasant-to-take syrup May be nabit- 
Mm request forming. Federal law permits oral prescription. 


PENOO LABORATORIES Richmond Hill 18, New York 
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Coming 
next month... 


The Care and Feeding of Injured Ath- 
letes and Coaches 


By Thomas B. Quigley, M.D., Surgeon to the 
Harvard Athletic Association, Boston, Mass. 


General Principles Involved in the Treat- 
ment of Injuries to Athletes 

By Don H. O'Donoghue, M.D., O’Donoghue 
Orthopedic Clinic, Oklahoma City, Okla. 


The Treatment of Acute Football 
Injuries 

By Joseph H. Reno, M.D., Consulting Ortho- 
pedist, Dept. of Intercollegiate Athletics, Le- 
high Univ., Bethlehem, Pa. 


Treating Football Injuries 
By Alex Rachun, M.D., Ithaca, N. Y. 


Treatment of Football Injuries 
By Donald B. Slocum, M.D., Eugene, Ore. 


Treatment of Pyogenic Intections and 
Wounds with Buccal Trypsin 

By Arthur A. Markowitz, M.D., Iwew York, 
N. Y. 


Non-Steroid Management of Bronchial 
Asthma 

By Frederick Kessler, M.D., F.A.C.A., from 
the Dept. of Allergy, St. Raphael's Hospital, 
New Haven, Conn. 


Colitis—A Brief Review 
By Frederick Vogel, M.D., Brooklyn, N. Y. 


And many others. 


NEWS AND NOTES— Continued 


cells; and immunologic studies to learn more 
about sensitivity to virus infection and about 
the prospects of immunizing against the virus- 
induced malignant diseases. 

In addition to the new $1,500,000 grant, the 
Duke laboratory has been supported since its 
establishment in 1937 by funds totaling more 
than $1,116,000 from the U.S. Public Health 
Service. 


Buerger’s Disease 


Buerger’s disease has been described as a 
specific, idiopathic, recurrent, segmental, in- 
flammatory, obliterative vascular disease in- 
volving principally the medium-sized arteries 
and veins of the extremities and only rarely the 
visceral vessels. Recently, a group of Harvard 
Medical School and Beth Israel Hospital in- 
vestigators have reported on a three-year study 
of Buerger’s disease. Although the affliction 
has been widely diagnosed for the past 50 
years, and is known to lay persons as a disease 
synonymous with gangrene, the investigators 
suggest that this may not be a disease entity 
at all. Their findings confirm suspicions of 
other medical scientists regarding Buerger’s 
disease, or thromboangiitis obliterans. What 
has been diagnosed as Buerger’s disease, result- 
ing in a blockage of the arteries in the extremi- 
ties of the body, the investigating group sug- 
gest, is due to the formation of blood clots 
in the arteries or veins, or to the narrowing 
and loss of elasticity in the walls of the 
arteries. 

Historically, Buerger’s disease stems from a 
pathologic description made in 1908 by a New 
York physician, Dr. Leo Buerger. He was im- 
pressed by the occurrence of gangrene in a 
small number of young men, and described 
certain characteristic clinical and pathologic 
features which, he believed, distinguished the 
vascular disease in these patients from that 
found in the majority of individuals disabled 
by peripheral arterial constrictions. 

Continued on page 224a 
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desired effects 


therapeutic ratio 


undesired effects 


The best therapeutic ratio 
in the steroid field 
confirmed by a comparative clinical study of 


prednisone “. . . It would appear from these comparative 
prednisolone i observations that methylprednisolone [Medrol] 
methylprednisolone | probably is the steroid of choice for initial trial 
triamcinolone in a patient with rheumatoid arthritis. It is 
dexamethasone potent, and displays a slightly improved ‘safety’ 
record, showing a reduced frequency of disturb- 
ing side effects compared with the other 
steroids.” 


Medrol 


TRADEMARK, EG. U. PAT. OFF. — METHYLPREONISOLONE, 


.» hits the disease, but spares the patient 


in 65 rheumatoid arthritis patients: 


thy ne and Dexa 
ethasone, J.A.M.A.170:1253 (July 111959 


no 
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* designed for 
“superior control of 
common Gram-positive 


in the 
patient: 


95% effective in published cases'* 


No. of | : 
Conditions treated Patients Improved | Failure 
ALL INFECTIONS 558 
Respiratory infections 258 206 Kh 19 
Pharyngitis and/or tonsillitis 65 58 : 5 2 
Pneumonia 90 rel 17 7 
Infectious asthma 44 3s - 6 
Otitis media 31 : 29 2 
Other respiratory 28 17 7 ' 4 


(bronchitis, bronchiolitis, 
bronchiectasis, pneumonitis, 
laryngotracheitis, strep throat) 


Skin and soft tissue infections 230 191 38 1 
Infected wounds, incisions and 
lacerations 41 33 8B - 
Abscesses 51 8 
Furunculosis 58 51 6 1 
Acne, pustular 43 28 15 = 
Pyoderma 19 is 
Other skin and soft tissue 18 17 1 ~ j 


(infected burns, cellulitis, 
impetigo, ulcers, others) 


Genitourinary infections 7 3 
Acute pyelitis and cystitis 10 : & 2 = 
Urethritis with gonorrhea or cystitis 8 8 — _ 
Pyelonephritis 4 1 
Salpingitis 5 1 1 3 
Pelvic inflammation with endometriosis 1 


Miscellaneous 
(adenitis, enteritis, enterocolitis, 
subacute bacterial endocarditis, fever, 
hematoma, staphylococcus carriers, 
osteomyelitis, tenosynovitis, septic 

arthritis, acute bursitis, periarthritis) 


MEDICAL TIMES 


— 
‘ 
+4 
++ 
i 
ena 
‘ 
i 
: 
4 | 
| 
} 
4 
fi. 
222a 


laboratory: 


over 90% effective 
against resistant staph 


COMPARATIVE TESTS BY THREE METHODS 
(DISC, TUBE DILUTION, CYLINDER PLATE) 
ON 130 STAPHYLOCOCCI? 


21.2% 
42.4% 


100.0% 


fa Antibiotic A 2-10 units 2 Tao 2-15 mcg. 
BB antivictic 5-30mcg. antibiotic D 2-15 meg. 
antivioticc 5-30 mcg. antibiotic 5-30 meg. 


Percentage of organisms inhibited by the range of 
concentrations listed for each antibiotic. 
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Other Tao advantages: 


Rapidly absorbed —stable in gastric acid,? TAO 
needs no retarding protective coating 

Low in toxicity — freedom from side effects in 96% 
of patients treated; cessation of therapy 
is rarely required 

Highly palatable — “practically tasteless"’ active 
ingredient in a pleasant cherry-flavored 
medium. 


Dosage and Administration: Dosage varies accord- 
ing to the severity of the infection. For adults, the 
average dose is 250 mg. q.i.d.; to 500 mg. q.i.d. in 
more severe infections. For children 8 months to 
8 years, a daily dose of approximately 30 mg./Kg. 
body weight in divided doses has been found effec- 
tive. Since TAO is therapeutically stable in gastric 
acid, it may be administered without regard to 
meals. 


Supplied: TAO Capsules— 250 mg. and 125 

bottles of 60. TAO for Oral Suspension —1.5 Gm., 

125 mg. per teaspoonful (5 cc.) when reconsti- 

none unusually palatable cherry flavor; 2 oz. 
e. 


References: 1. Koch, R., and Asay, L. D. J. Pediat., 
in press. 2. Leming, B. H., Jr., et al.: Paper presented 
at the Symposium on Antibiotics, Washington, D. C., 
Oct. 15-17, 1958. 3. Meliman, et al.: Paper presented 
at the Symposium on Antibiotics, Washington, D. C., 
Oct. 15-17, 1958. 4. Olansky, S., and McCormick, G. E., 
Jr.: Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 5. Shubin, H., 
et al.: Antibiotics Annual 1957-1958, New York, N. Y., 
Medical Encyclopedia, inc., 1958, p. 679. 6. Isenberg, 
H., and Karelitz, S.: Paper presented at the Symposium 
on Antibiotics, Washington, D. C., Oct. 15-17, 1958. 
7. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy 
5:527 (Aug.) 1958. 8. Kaplan, M. A., and Goldin, M.: 
Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 9. Truant, J. Px 
Paper presented at the Symposium on Antibiotics, 
Washington, D0. C., Oct. 15-17, 1958. 


Tao dosage forms— 
for specific clinical situations 


Tao Pediatric Drops 

For children — flavorful, easy to administer. 
Supplied: When reconstituted, 100 mg. per cc. 
Special calibrated droppers—5 drops (approx. 
25 mg.) and 10 drops (approx. 50 mg.). 

10 cc. bottle. 

Ta@-AC (Tao anaigesic, antihistaminic compound) 

To eradicate pain and physical discomfort in 
respiratory disorders. 

Supplied: In bottles of 36 capsules. 


Taomio* (Tao with triple sulfas) 

For dual control of Gram-positive and Gram-nega- 
tive infections. 

Supplied: Tablets, bottles of 60. Oral Suspension, 
bottles of 60 cc. 

intramuscular or Intravenous 

For direct action—in clinical emergencies. 
Supplied: In 10 cc. vials. 


TRADEMARK 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., inc. 
Science for the Worid's Well-Being 
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anorectal surgery 
when your standing 
orders specify 


TUCKS 


soft cotton flannel pads saturated with witch hazel 
(50°%) and glycerine (10%), pH about 4.6 


Postsurgical patients appreciate the extra comfort, 
the “extra attention” of TUCKS: 


@ Soothing and astringent @ Hemostatic 
@ Prevents false union of raw 


@ Not greasy 
surfaces 


®@ Allows free drainage 
Mi Almost no risk of 
@ Always handy, eliminating sensitizing 
time and expense of special 
preparations. @ Easily kept in place 


This is why many surgeons order TUCKS for the patient's bedside, 


For a generous sample ot Tuste-casegh for several hospital 

patients—complete and return this 3 

Name_ 

Address 

Stet Zone State___ 
PHARMACEUTICAL COMPANY 


_MINNEAPOLIS 16, MINNESOTA 
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NEWS AND NOTES—Continued 


Dr. Donald A. Covalt 

Dr. Donald A. Covalt was elected President 
of the American Academy of Compensation 
Medicine at its annual meeting held in New 
York recently. Dr. Covalt is Associate Direc- 
tor of the Institute of Physical Medicine and 
Rehabilitation of New York University-Bellevue 
Medical Center, and Professor of Physical 
Medicine and Rehabilitation at New York Uni- 
versity College of Medicine. 

The American Academy of Compensation 
Medicine, founded in 1947, is devoted to the 
diagnosis, treatment and rehabilitation of in- 
dustry’s sick and injured. The objectives of the 
Academy include the establishment of standards 
of practice and ethics as related to workmen’s 
compensation and industrial medicine; encour- 
agement and promotion of medicine and sur- 
gery in these fields, and the evaluation of medi- 
cal criteria to determine the causal relationship 
between injury, disease and disability. 


Ophthalmologic Research 

The National Committee for Research in 
Ophthalmology and Blindness of Evanston, 
Illinois, has established a confidential informa- 
tion exchange for groups seeking scientists, 
physicians, or technical personnel interested in 
research in ophthalmology and blindness. 


American Academy of Microbiology 

Five front-rank microbiologists have been 
elected to three year terms on the Board of 
Governors of the Am. Acad. of Microbiology. 

They are Dr. Herald R. Cox, Dr. Charles 
A. Evans, Dr. Frances B. Gordon, Dr. John 
H. Hanks, and Dr. Roger D. Reid. 

Dr. Cox is the developer of an oral vaccine 
against polio made of attenuated living viruses. 
The vaccine is currently undergoing large-scale 
field tests. He is Director of Viral and Rickett- 
sial Research for Lederle Laboratories Division, 
American Cyanamid Company, Pearl River, 
New York. Aside from his work on polio, he 
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women of 
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BLOOD 
DOLLARS 


Women of menstrual age and 
growing children have higher iron 
requirements than other individ- 
uals. Hence iron-deficiency ane- 
mias occur most often in these 
groups. Many clinicians recog- 
nize that most women need a 
hematinic for six weeks each year 
during reproductive years. 


Livitamin, with peptonized 
iron and B complex, offers an 
excellent formula to restore de- 
pleted iron reserves in both adults 
and children. Peptonized iron is 
well absorbed and stored, and 
better tolerated than ferrous sul- 
fate. B complex and other fac- 
tors provide nutritional support. 


LIVITAMIN 


FORMULA: Each fluidounce contains : with Peptonized Iron 


lron peptonized 420 
(Equiv. in elemental iron to 71 mg.) 


Manganese citrate, soluble 158 mg. 
Thiamine hydrochloride 10 mg. 
Riboflavin 10 mg. 
Vitamin Biz Activity 20 
(Derived from Cobalamin conc.) 
Nicotinamide 
Pyridoxine hydrochloride 
Pantothenic acid 
Liver fraction | 
Rice bran extract 4 
The FWHASSENGILL Company 
ine q 
SUPPLIED IN LIQUID OR CAPSULE. BRISTOL, TENNESSEE « NEW YORK e KANSAS CITY « SAN FRANCISCO 
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Livitamin assures patient acceptance because it is highly 
palatable. Peptonized iron provides a virtually predigested 
form of iron. Recent studies* show peptonized iron has 
these advantages: 


e Rapid response in iron-deficiency 
anemias 


e Non-astringent 
e Absorbed as well as ferrous sulfate 


iy e Better gastric toleration than fer- 
x rous sulfate 


e Less constipating than ferrous 
sulfate 


the prererred hie mati Cc 


ng *Keith, J.H.: Utilization and Toxicity of 
. Peptonized Iron and Ferrous Sulfate, Am. J. 
Clin. Nutrition 1:35 (Jan.-Feb., 1957). 
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is known as the developer of the first effective 
vaccine against Rocky Mountain Spotted Fever, 
and for his perfection of large-scale production 
of the typhus vaccine used to protect allied 
troops during World War II and the Korean 
War. Dr. Cox served as Principal Bacteri- 
ologist with the U.S. Public Health Service, 
1940 to 1942. 

Dr. Evans is Professor of Bacteriology at the 
University of Washington, Seattle. Previously, 
he taught at the University of Minnesota and 
Rochester University, and worked with the 
Minnesota State Department of Conservation. 
He has also been associated with the Office of 
Naval Research, the National Institutes of 
Health, and the National Board of Medical Ex- 
aminers, in the areas of microbiology, immun- 
ology, and bacteriology. He is known for his 
work in the study of virus diseases in man and 
for studies in animal infections and nutrition. 

Dr. Gordon is head of the Division of Vir- 
ology of the Naval Medical Research Institute, 
Bethesda, Maryland. Moving from a professor- 


ship in bacteriology at the University of Chi- 
cago, he joined the Army Chemical Corps as 
Division Chief of the Biological Laboratories 
at Camp Detrick. He assumed his present post 
in 1954. Dr. Gordon has been a Rockefeller 
Foundation Fellow at the National Institute of 
Medical Research, London, and has been a lec- 
turer at the University of Maryland and George 
Washington University. He was managing edi- 
tor of the Journal of Infectious Diseases, and 
was a consultant to the Secretary of War dur- 
ing World War II. He is known for his studies 
of poliomyelitis, neurotropic viruses, and 
psittacosis. 

Dr. Hanks is the chief bacteriologist of the 
American Leprosy Foundation. Following a 
teaching career at Allegheny College, Yale, and 
George Washington University, Dr. Hanks 
joined the Leonard Wood Memorial Founda- 
tion as a bacteriologist, a post which he holds 
along with a post at Harvard Medical School. 
He is also a consultant to the U. S. P.HLS. 

Continued on the following page 
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NEWS AND NOTES—Continued 


Dr. Edward D. Freis Department of Preventive Medicine 

Dr. Edward D. Freis, Associate Professor of The Board of Trustees of the University of 
Medicine, Georgetown University School of | Vermont College of Medicine have voted to 
Medicine, was recently elected vice-chairman _ establish a Department of Preventive Medicine. 
and chairman-elect of the Council on High This branch was formerly under the Depart- 
Blood Pressure Research of the American ment of Bacteriology. 


Heart Association. Continued on page 228a 


. and he has a tumor of the esophagus, so what we are going to do is to 
remove his esophagus, which is the food-pipe, and to pass a piece of colon, which 
is the terminal gut, up through his mediastinum, which is the space between the 
lungs, and then... ." 
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KILLS THEM ALL 


In Topical infections, regardiess of etiology, BETADINE OINTMENT destroys all pathogens 
present. BETADINE OINTMENT, a single topical agent, is a full-range pathogenicide— 
kills bacteria, fungi, protozoa, yeasts, and viruses on contact. Yet it is nonsensitizing, 
nonirritating, and nontoxic to normal skin tissue. 


BETADINE OINTMENT + topical pathogenicide « fully effective against resistant strains 
* destroys gram-positive and gram-negative organisms ~* kills fungi, protozoa, yeasts, 
viruses * no development of resistant strains on prolonged use * provides protective 
barrier against invading pathogens * nonsensitizing ... relieves pain color indicates 
germicidal protection * applies easily ... may be bandaged. 


indications: primary and secondary skin infections including pyoderma, mycotic and 
bacterial infections, eczema, furunculosis, minor burns, as well as staph. aureus and 
pseudomonas infections. 


administration: apply liberally over affected area as often as needed, bandage if desired. 


supplied: one ounce tube. 


BETADINE OINTMENT 


(CONTAINS POVIDONE-100INE) 


TOPICAL PATHOGEWICIDE ... KILLS PATHOGENS ON CONTACT 


established in 1905 HS TAILBY-NASON COMPANY, INC., DOVER, DELAWARE 
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NEWS AND NOTES—Continued 


“PREMARIN” INTRAVENOUS 


Genetic Research 
A grant of approximately $200,000 from the 
U.S. Public Health Service to the New York 
University-Bellevue Medical Center for a train- 
ing project in the field of human genetics with 
an emphasis on cardiovascular research has 
been announced. The project will be under 
the direction of Dr. Charles F. Wilkinson, Jr., 
Professor and Chairman of the Department of 
Medicine of the Post-Graduate Medical School, 
and Director of the Fourth Medical Division, 
Bellevue Hospital. 
Human genetics is a field that is receiving 
relatively little attention in relation to its impor- 
tance, both in the curriculum of medical schools 
and in research in cardiovascular disease. There 
are only a few institutions in the United States 
today that are preparing individuals to teach 
human genetics. 
At the present time there is a sufficient 
amount of information to indicate that certain 
illnesses have a genetic pattern. Under this 
program training in the basic sciences as they 
apply to genetics would parallel research and 
special clinical training. 
The major purpose of the program will be 
to equip trainees with the basic science tech- 
niques required in genetic research today. It 
will offer three years of intensive and basic 
training in human genetics to physicians who 
have indicated a desire to continue in full-time 
research and academic medicine. As part of 
the training, the program also will provide for 
experience in a counselling clinic. This will be 
drawn from the core of instructors, and will 
represent those most interested in carrier indi- 
viduals and their detection, and those who are 
working on the early detection of potential dis- 
ease caused by inherited traits which are slow 
to manifest themselves clinically. Thus the 
trainee will have the benefit of the continued 
consultation of all the basic science partici- 
pants in the program as well as consultation 
of the clinical sciences represented in any study 
undertaken. 
Continued on page 230a 
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NEWS AND NOTES—Continued 


Postdoctorate Training Grant 

A Postdoctorate Training Grant in Cardi- 
ology has been awarded to the Chicago Medi- 
cal School by the National Heart Institute of 
the U.S. Public Health Service. The grant, in 
the amount of $39,000 will provide for the 
training of five doctors in either clinical or ex- 
perimental cardiology. The program will be 
directed by Dr. A. A. Luisada, Chief of the 
School’s Division of Cardiology. 


Virus Diseases 

Virus diseases can be prevented more easily 
than they can be cured, according to the 
nationally-known epidemiologist, Dr. Thomas 
Francis, Jr., of the University of Michigan. 
Viral diseases are not susceptible, up to the 
present, to any of the therapeutic drugs appli- 
cable in other infectious states. The best form 
of control lies in building immunity. Long- 
term immunity is possible when the disease is 


caused by a single virus or antigenic entity, 
but when the virus occurs in many variations, 


as in the case of influenza, immunity will be of 
short duration or generally ineffective. 

The Doctor cited measles, chicken pox, and 
yellow fever as examples of stable virus dis- 
eases. When a person is immunized to these 
diseases, his protection lasts for an extensive 
period of time. On the other hand, there is a 
body of recurrent virus diseases which closely 
resemble each other. They are repeatedly 
found in the same person, family, and com- 
munity. They constitute an epidemiological 
phenomena of group diseases, and there ap- 
pears to be no immunity to them. This is so 
because they are actually caused by different 
antigenic variants. Protection against one strain 
may give little or no protection against another, 
and it thus gives the impression of no immunity. 
The goal of research is, therefore, to find a 
single vaccine that will give protection against 
a whole range of virus strains in a single in- 
jection. Scientists are also seeking more con- 
centrated vaccines so that a small dose will give 
higher and longer levels of protection. 


Continued on page 234a 
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seth nate on combines use of aff FURACIN preparations since 1945. 


in clini¢al-ise tor more than 12 yeers and today the most widely prescribed 
single topical antibacterial, Furacin—like other nitrofurans—remains efiec. 
tive pathogens which have develoned, or are prone to develo. 
resistance to other antibacterial agents. There has been mo evidence tt 
originally @ameruve strains of staphylococci or other bacteria lose ther 
susceptibility to in vad degree. 


‘Soluble Powder, or Salution Also in Vagina! end 
Urethral and in special formulations for eye, nose. 


one of the fitrofurans— products of Eaton 
Eston Leboreteries, Norwich, New York 
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DIUPRES 
plas other 
antihypertensive 


 DIUPRES 


a2 


Is effective by itsolf in a majority of patients with mild or 


greatly improved 
and simplified management 


of 
hypertension 


hw, 


DIURIL, WITH RESERPINE 


x: 


the first “wide-range” antihypertensive—effective in mild, moderate, and severe hypertension 


° more hypertensives can be better controlled with DIUPRES alone 
than with any other agent... with greater simplicity and 
convenience, and with decreased side effects 

° can be used as total therapy or primary therapy, 
adding other drugs if necessary 

° in patients now treated with other drugs, can be used as 
replacement or adjunctive therapy 

© should other drugs need to be added, they can be given in much 
lower than usual dosage so that their side effects 
are often strikingly reduced 

° organic changes of hypertension may be arrested and reversed... 
even anginal pain may be eliminated 

® patient takes one tablet rather than two... 

dosage schedule is easy to follow 


economical 


3 


DI UPRES- ) 0 0 600 mg. DIURIL (chiorothiazide), DI UPRES- 25 0 250 mg. DIURIL (chlorothiazide), 


0.125 mg. reserpine. 0.125 mg. reserpine. 
One tablet one to three times a day. One tablet one to four times a day. 


@D merck SHARP & DOHME, DiviSiION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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NEWS AND NOTES—Continuew 


Jet Travel Presents Infection Hazard 

Rapid air travel presents a danger—and a 
challenge—in the control of infectious diseases, 
according to Dr. Wesley W. Spink, an expert 
in the field. 

Writing in the J.A.M.A. Dr. Spink of the 
University of Minnesota Medical School said 
“in this era of missiles and jet travel a medical 
problem in Madras, India, today, may be that 
of New York City’s tomorrow.” 

For example, a German physician traveled 
from India to Ceylon, where he thought that 
he had contracted influenza. He continued on 
by plane to Switzerland and then by train to 
Heidelberg, Germany. Shortly thereafter, the 
physician and at least 13 other persons with 
whom he had been in contact were given diag- 
noses of smallpox. 

Such spread of a disease has occurred many 


times in more restricted geographical areas, but 
“the availability of rapid means of travel could 
readily expand the area,” he said. 

One of the major problems presented by a 
possible spread of a disease to a new part of 
the world is that many physicians are unfamiliar 
with diseases not prevalent in their own areas. 

During World War II, a special training pro- 
gram in tropical diseases was set up for Ameri- 
can physicians so they would recognize and 
know how to treat diseases acquired by service- 
men in the tropics. 

Dr. Spink suggested that a similar program 
be set up as a regular postgraduate course for 
physicians. In such a program, which might 
be worked out through such agencies as the 
U.S. Public Health Service and the World 
Health Organization, physicians would be sent 


Continued on page 236a 
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Bronchodilator action of oral 
ELIXOPHYLLIN 


As shown by clinical observations: 


Acute asthmatic attacks were termi- 
nated in 10 to 30 minutes after a 
single oral dose in 91 of 107 patients 
(85 


Spirometric studies in acetylcholine- 
induced asthma showed oral Elixo- 
phyllin equivalent in therapeutic ef- 
fects to intravenous aminophylline 
(500 mg.) and comparable both pro- 
phylactically and therapeutically to 


Chronic asthmatic symptoms were 
also well controlled and frequency of 
attacks markedly reduced in most pa- 
tients by dosage every 8 hours.'4 


As shown by pulmonary function tests: 


subcutaneous epinephrine.® 

Further pulmonary function studies 
after doses of 60 or 75 cc. Elixo- 
phyllin demonstrated increases in 
vital capacity and maximum breath- 
ing capacity as shown below: 


Vital capacity increase of 30.6% in 30 
minutes—average of 69 patients.',°.” 
Maximum breathing capacity increase of 
25.7% in 30 minutes—average of 

49 patients.*.” 


15 min. 


30 min. 


Improved cough efficiency as shown in a patient with bronchial asthma 
following Elixophyliin dosage of 75 cc.:* 


Peak 
flow rate s 
(lit./sec.) 


Before 
2.24 


After 30 min. 
2.93 


After 60 min. 
3.20 


Volume exhaled (liters) increased from 0.076 to 0.391 after 30 minutes, 

and to 0.805 after 60 minutes. 
In a series of 25 patients receiving a single dose of 60 or 75 cc. Elixophyllin, 
the efficiency of the cough response was markedly enhanced, with a mean 
increase of 33% in rate of air flow and over 100% in the volume of air expelled 
on maximal cough.* 


For the bronchospasm of acute and chronic asthma, 
emphysema, and bronchitis -Elixophyllin provides prompt, sustained relief 


without undesirable effects of other medications such as: sympathomimetic 
stimulation, barbiturate depression, or suppression of adrenal function. This 
oral theophylline therapy is virtually free from gastric side effects. 

DOSAGE: For acute attacks, a single dose 


of 75 cc. for adults, or 0.5 cc. per Ib. body 
weight for children. 


fore retiring) in amounts as follows: for 
adults —45 cc. doses first two days, gradu- 
ally reduce to 30 cc. doses; for children — 
doses of 0.3 cc. per Ib. body weight for first 
two days, gradually reduce to 0.2 cc. per Ib. 
body weight. 


For chronic symptoms, doses at 8-hour in- 
tervals (before breakfast, at 3 P.M., and be- 


Each tablespoonful (15 cc.) contains: theophylline 80 mg. (equivalent to 100 mg. 
aminophylline) in a special hydroalcoholic vehicle assuring rapid, dependable 
absorption (alcohol 20% ). 


1. Spielman, D.: Ann. Allergy 15:270, 1957. 2. Schiuger, 
J. et al.: Am. J. Med. Sci. 234:28, 1957. 3. Kessler, F.: 
Connecticut St. M. J. 21:205, 1957. 4. Greenbaum, J.: 
Ann. Allergy 16:312, 1958. 5. Frank, D. E.: Antibiotic 
M. 6:338, 1959. 6. MacLaren, W. R.: To be published. 
7. Bickerman, H. A. et al.: Sci. Exh., A.M.A. Conven- 
tion, June 1959. 


©fherman Laboratories 


Detroit 11, Michigan 
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NEWS AND NOTES—Continued 


to different areas in the world to see diseases 
under natural conditions. 

He noted that many diseases are well con- 
trolled in certain areas, such as smallpox in 
the United States. However, “it is well to re- 
call that in all of the history of medicine no 
infectious disease has ever been treated out of 
existence,” he said. Even plague still exists in 
the world, altheugh it rarely breaks out, mainly 
because of public health measures. 

The great advances in the control and elimi- 
nation of infectious diseases have taken place 
only because of the accumulation of precise 
data about the life habits of specific infective 
agents, he said. Armed with accurate informa- 
tion men have made efforts to block the chan- 
nels through which disease is spread. But to 
continue this, men must be trained to under- 
stand all infectious diseases, he concluded. 


for the prevention and treatment of cradle cap.* 


*Pasachoff, H.D. and Maffia, A.J., “A New Treatment for Cradle Cap”, N.Y. State Med., 57:265-267, Jan. 


15, 1957. 


PROTECT Little Braves Sc 


Crapo is an antibacterial penetrating emulsion with Diaparene® Chloride 
(methylbenzethonium chloride) in an oxycholesterin absorption base of liquid 
petrolatum and lanolin. The absence of keratolytic agents renders it safe to use 


HOMEMAKERS PRODUCTS DIVISION 
George A. Breon & Company, 1450 Broadway, New York 18, N.Y. 


Development of Department of Medicine at 
North Carolina University 

Dr. Charles H. Burnett, Professor and Head 
of the Department of Medicine of the Univer- 
sity of North Carolina School of Medicine, left 
recently for a seven-week lecture and study 
tour of medical centers in Puerto Rico, Colom- 
bia, Peru, Chile, Argentina and Brazil. The 
tour, sponsored by the Rockefeller Foundation, 
is related to the $250,000 program of general 
development for the Department of Medicine, 
the funds for which are also being granted by 
the Rockefeller Foundation, and will cover a 
five-year period. With the aid of last year’s 
grant, the Department of Medicine has had an 
opportunity to extend its educational services 
through cooperation with foreign medical cen- 
ters, especially those of the South American 
countries. Continued on page 240a 
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you share this care by sj ecifying Vi-Sol drops... 


o insure safety, random samples from each lot of Vi-Sol drops 
rémoculated into a nutrient medium providing ideal conditions 
or growth-of. bacteria. Then, in these modern walk-in incubators the 
Ssamples are temperatures that stimulate 
» bacterial growth. The cu are next examined for bacteriological 
Durity. This is done before and after bottling. Extra safeguards like 
re routine with the Vi-Sol drops. 


one of 143 product quality controls* 
that assure superiority 


Bacteriological examination, using the most advanced equipment, is just 
one of the many extra steps Mead Johnson takes to insure the safety of 
Vi-Sol drops. Mead Johnson “‘babies’’ Vi-Sol drops with extraordinary care 
at every step of manufacture to assure the quality that makes the 
significant difference in vitamins. The Mead Johnson name on the label 
tells a mother that the formulation is sound, the potency stable, 

the product pure and safe for her baby. 


*plus 231 additional quality checks that guard Vi-Sol drops from raw material to package. 


Deca-Vi-Sol"/ Poly-Vi-Sol’ Tri-Vi-Sol® 


10 significant Mead Johnaon 6 essential vitamins, Mead Johnson basic vitamins, Mead Johnson 


\ Mead Johnson 


Symbol of service in medicine 
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‘Deaner’ must not be confused with tran- 
quilizing or sedative drugs which may 
aggravate depression. On the contrary, 
“‘Deaner’ is often used to counteract drug- 
induced depression. 

“‘Deaner’ is valuable as an emotional 
normalizer in many situations other than 
depression, such as behavior problems 
with agitation. Nor should ‘Deaner’ be 
considered an ordinary stimulant. Its 
gentle action differs from that of other 
stimulants in that it leads to increased 
useful energy and alertness without the 
undesirable side effects of the ampheta- 
mine-like drugs. 


Literature and bibliography available upon request. 


Deaner a totally new molecule, offers a new 
type of alleviation in depression, fatigue states 
and many other emotional disturbances. 
Its physiologic effectiveness as a safe central 
nervous system stimulant is attributed to its 
activity as a probable precursor to acetyl- 
choline. 


Deaner leads to better ability to concentrate, 
increased daytime energy, sounder sleep 
(with less sleep needed), and a more affable 
mood. 


Deaner acts gently, gradually, and its effects 
are prolonged... without causing hyperirrita- 
bility... without loss of appetite...without 
elevating blood pressure or heart rate... 
without sudden letdown on discontinuance. 


Deaner is valuable in the treatment of chil- 
dren, especially those whose performance is 
impaired by behavior problems, whose 
attention span is too short, and who are 
emotionally unstable, unpredictable, and 
unadaptable. 

Dosage: Initially, 1 tablet (25 mg.) in the morning. 
Maintenance dose, 1 to 3 tablets; for children, 
\% to 3 tablets. Three to four weeks of therapy 
may be required for maximum benefit. 
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e _ treats their 
eacne 


while they 


“degreases the skin helps remove blackheads’ dries and peels the skin 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions ...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 
*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and 
sodium diocty!l sulfosuccinate. 

Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 
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G FOSTEX CREAM 


in 45 oz. jars. For thera- 
peutic washing inthe initial 
phase of oily acne treatment. 


Write for samples. 


WESTWOOD PHARMACEUTICALS 


FOSTEX CAKE 


.+.in bar form. For therapeutic 
washing to keep the skin dry and 
free of blackheads during main- 
tenance therapy. Also used in 
relatively less oily acne. 


Buffalo 13, New York 
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NEWS AND NOTES—Continuea 


Dr. Tom D. Spies, Nutritionist 

Dr. Tom D. Spies, Professor and Chairman 
of the Department of Nutrition and Metabolism 
at Northwestern University Medical School, and 
Scientific Director of the Nutrition Clinic, Hill- 
man Hospital, Birmingham, is famed for his 
part in wiping out pellagra in the Southern 
States and the deadly tropical anemias from 
Cuba and Puerto Rico. 

Dr. Spies’ emphasis on maximum nutrition 
as essential to human life and vitality has ex- 
panded into a medical revolution, resulting in 
the use by many doctors of therapeutic vita- 
mins as part of their treatment of all patients. 
The Doctor and his associates have taken dis- 
coveries from the laboratory, demonstrated 
their application clinically, and developed 


standard techniques for diagnostic appraisal 
and therapy. 


His application of newly-discovered nicotinic 
acid as a treatment for pellagra, which has been 
compared in significance to the cure for yellow 
fever, reduced the mortality rate from the dis- 
ease from 54 percent to nothing. He was first 
to use synthetic folic acid in the treatment of 
anemic diseases, a major development in medi- 
cal science which has saved countless lives. Dr. 
Spies brought the first crystals of folic acid and 
vitamin B-12 to Puerto Rico and Cuba, there- 
by eradicating the dread tropical sprue. He was 
first to use thiamin to treat deficiency disease, 
and proved that niacin could cure within a few 
hours even violent insanity caused by malnutri- 
tion. Late in 1945, Dr. Spies was first to re- 
port that synthetic folic acid, then just made 
available for clinical trial, was effective in the 


treatment of pernicious anemia, nutritional ma- 
Continued on page 242a 
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The check is the only price 


this ulcer patient pays 


There are times, of course, when ulcer patients 
cannot be permitted a full diet. In general the fewer 


those times the better. 


PEPULCIN permits your patients a full, normal diet, 

provides antisecretory, antacid and antihemorrhagic activity. 
It requires only a few doses daily. Renal, hepatic, or 
hematological dysfunction has not been reported. 


Comprehensive literature available 


PEPULCIN 


Scopolamine Methyl! Nitrate, Aluminum Hydroxide, Magnesium Hydroxide, and Ascorbic Acid 
SUPPLIED: Tablets, bottles of 100. 


(se VES - CAMERON COMPANY philadelphia 1, Pa. 
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Clinically Superior 


for 


RETAMID Lotion 


(NSulfanilylacetamide 85%, Resorcin 2% and 
Sulfur Colloid 5%, ‘Dermik’) 


FOR ACNE VULGARIS COMPLICATED 
BY ERYTHEMA AND INFLAMMATION 


CORT-ACNEC tion 


Alcohol .25%, NSulfanilylaceta- 
= yd Resorcin 2%, and Sulfur Colloid 5%, 
“Dermik’ ). 


Available on RX only. 
Write for samples and literature. 


DERMIK PHARMACAL CO., INC. 
Brooklyn 8, N. Y. 


150,000 PHYSICIANS 
THE WORLD OVER DEPEND ON 


CARDIOGRAPH CARDIOSCOPE 
DEFIBRILLATOR HEARTPACER 
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crocytic anemia, and the anemias of sprue, pel- 
lagra, and pregnancy. His ability to transfer 
products from the laboratory to practical clini- 
cal projects is unapproached by any other man 
in the field of nutrition. 

For these contributions, Dr. Spies has re- 
ceived citations and honors from professional 
organizations throughout the country. The Dis- 
tinguished Service Award of the American 
Medical Association was presented in 1957 
for his part in wiping out the curse of pellagra 
from our South, and deadly tropical anemias 
from Cuba and Puerto Rico. He is also the re- 


| cipient of an award from Modern Medicine 


magazine, and the Research Medal of the 
Southern Medical Association. He has received 
the Orden de Carlos Manuel de Cespedes deco- 
ration, the highest award of the Cuban govern- 
ment. Early in 1959, the Senate and House 
of Representatives of the Commonwealth of 
Puerto Rico passed a joint resolution citing his 
work for the people and hospitals of that island. 

Most of Dr. Spies’ clinical work has been 
done at Hillman Hospital, Birmingham. In 
1943, a group of industrial and academic lead- 


_ ers formed the Spies Committee for Clinical 


Research to provide financial support for his 
projects. A Scientific Consulting committee of 
ten members acts as an advisory body to the 
Committee for Clinical Research. 


Emotional Problems Cause 
Many College Drop-Outs 

The “spoon feeding” of children has been 
blamed for the high rate of drop-outs from 
college. 

Four out of 10 students in college today will 
not stay long enough to be graduated, accord- 
ing to an article in Today’s Health. 

The root of the high drop-out rate lies in 
psychological troubles, most educators think. 
The students simply are not mature enough to 
cope with college and its demands. 

They are the product of an “era of spoon 

Continued on page 246a 
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ELECTROSURGICAL UNITS | 
INFRARED ULTRAVIOLET 
ELECTROMUSCLE STIMULATORS 
: THE VIBRABATH 
THE FAMOUS HYFRECATOR | 
: Los Angeles 32, California | 


ry 


THE COUGH THAT DIDN'T ROCK THE BOAT 
HIS PHYSICIAN PRESCRIBED 


BENYLIN 


EXPECTORANT 


BENYLIN EXPECTORANT contains in 


each fluidounce ; 


Benadryl® hydrochloride (diphen- 


hydramine hydrochloride, 
Parke-Davis) . . . .. . 80mg. 
Ammonium chloride . . . . . 


Sodium citrate 5 or. 
j Chloroform . 2 er. 


available in 16-ounee and 1-gallon 


bottles, 


¢ 
PARKE, DAVIS & COMPANY . 
DETROIT 32, MICHIGAN 


Ps 
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in oral penicillin therapy 


the speed of action you want 
the reliability you need 


In recent studies involving 107 subjects, effective penicillin 
blood levels were consistently produced within 15 minutes after 
administration of oral potassium penicillin V. Peak levels were 
obtained within a half-hour. Even after two hours, effective 
penicillin blood levels still persisted in every subject. At four 
hours, demonstrable blood levels existed in 93 per cent of 


subjects.'* 


PEN-VEE K may be prescribed for 
all infections responsive to oral penicillin 
... and even many usually treated with parenteral penicillin 


SERUM CONCENTRATIONS—ORAL AND PARENTERAL PENICILLIN 


— = 


Ee Potassium penicillin V, 250 mg. (400,000 units) 
—one tablet. Average of 40 tasting subyects.' 


Procaine penicillin G (600.000 units)—one 
injection. Average of 10 subjects.’ 


ang 


Penicillin Units 
per Miliiter Serum 


2 


Hours after Administration 


1. Peck, F.B., Jr., and Griffith, R.S.: Antibiotics Annual 1957-1958, Medical Encyclopedia, Inc., p. 1004. 2. Wright, W.W., 
and Welch, H.: Antibiotic Med. 5:139 (Feb.) 1958. 3. White, A.C., et al.: Antibiotics Annual 1955-1956, Medical Encyclo- 


pedia, Inc., p. 490. 
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The antibiotic that is prescribed most often for common bacterial 
infections . . . 


penicillin 


In a form that produces high penicillin blood levels rapidly and 
reliably ... 


potassium penicillin V 


In two dosage strengths and preparations to assure acceptance 
by patients... 


Liquid: Penicillin V Potassium for Oral Solution; Tablets: Penicillin V Potassium, Wyeth 


flexibility of dosage form and high potency assure 
acceptability of full therapeutic dosage 


SUPPLIED: Liquid: raspberry-flavored, 125 mg. (200,000 & 
units) per 5-cc. teaspoonful; peach-flavored, 250 mg. (400,000 
units) per 5-cc. teaspoonful. Supplied as vials of powder to 
make 40 cc. Tablets: 125 mg. (200,000 units) and 250 mg 


400,000 units) in vials of 36. 
Liquip TABLETS 


Wyeth 


a 
Philadelphia 1, Pa 
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whooping cough 
prophylaxis 
and treatment 


HYPERTUSSIS® 


Pertussis immune globulin derived from 
human venous blood 


e highly purified globulin fraction of 
venous blood from healthy professional 
donors hyperimmunized with Cutter 
Phase | Pertussis Vaccine 


e@ as reaction-free as gamma globulin 
derived from human venous blood 


e@ small dosage volume lessens tissue 
distention 

@ high concentration, 1% cc. contains 
the gamma globulin equivalent of 25 cc. 
human hyperimmune serum 


e@ ready for immediate use, no recon- 
stitution necessary 


For complete information see POR page 
622, ask your Cutter man 
or write to Dept. 9-10J 


CUTTER LABORATORIES * Berkeley, Calif. 
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"Edicion en Castellano” 


Now available — selected 
articles from MEDICAL 
TIMES printed in Span- 


ish. The journal is mailed 


monthly direct from 


Buenos Aires, Argentina. 


Subscription price: 
$12 per year 


Payable to: 


MEDICAL TIMES OVERSEAS, Inc. 
1447 Northern Boulevard, Manhasset, New York 


NEWS AND NOTES—Continued 


feeding,” the article said. When they get to 
college and find that everything is not done for 
them, they crack up and drop out. 

There are, of course, other reasons for leav- 
ing college, including financial difficulties, mar- 
riage, or inability to meet the necessary intel- 
lectual standards. However, the emotional 
problems are great. 

The article offered some suggestions to par- 
ents and students for handling these college 
emotional problems. 

Parents can help their children remain in 
college by leaving the children alone; by see- 
ing that they have information about college 
and career selections, but letting them make 
their own choice; by refraining from imposing 
their parental interests on the children; by see- 
ing that children have a previous living-away- 
from-home experience; by not overstressing the 
need for high grades, and by letting the chil- 
dren earn part of their own expenses. 

For students who want to avoid “joining the 
army of drop-outs,” the article offered the fol- 
lowing suggestions: 

—Before going to college, try to get a real- 
istic picture of what to expect. 

—Recognize that college will present stiff 
academic competition. 

—From the start, budget study time. 

—If you are shy, get a roommate. Make 
yourself available for social contacts, but don’t 
overemphasize the social side of college. 

—Try to think through what you want to get 
out of college, then make sure your work has 
a direct relationship to your career. 

—Get plenty of rest, and realize that minds 
do not work better when stimulated by any- 
thing stronger than coffee or “Coke.” 

—Give the college a chance to provide 
helpful guidance for adjustment. Know what 
resources the college offers and take advantage 
of them. 

In conclusion, the article noted, “The sound- 
sensible approach to college life, by students 
as well as their parents, can do much to cut 
Concluded on page 248a 
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Superior 
control 
of Leukorvhea 


LYCINATE 


EXPOSES aid © oy” 
‘Vaginal eubmutiosa with mucopurulent layer. 


exudate-protected Trichomonad and M onilta 


Lycinate accomplishes the two factors essential to successful therapy in Leukorrhea: 
first —Penetrates the mucopurulent barrier surrounding the hidden pathogens. 
second — Effectively kills these offending pathogens. 
Lycinate, through extremely effective mucolytic action, penetrates, exposes and then destroys these 


organisms by both chemotherapeutic and lysing actions. 
Sustained effectiveness is insured by ’round-the-clock tablet disintegration. 


as active ingredients: ; 
Diiodohydroxyquin ........ 100 mg. 


. 
LLOYD BROTHERS, INC OVD BROTHERS, inc 
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CHARCOAL is widely used to combat flatulence, 
intestinal fermentation and other minor gastric 
disorders. Its popularity rests upon its CLINICAL 
EFFECTIVENESS and SAFETY IN_ USE. 
REQUA’S CHARCOAL TABLETS contain 11 Gr. 
of wood charcoal in a special binder enabling a 
RCT to dissolve on the tongue quickly. Patients 
find these tablets tasteless, odorless, economical. 
Dosage: As Required. Packed: 100 & 250 per box. 
Excellent for colostomy and ileostomy bags. 


New! 
Activated Charcoal 
Capsules 


In response to numerous requests we now offer a 
new Activated Charcoal Capsule—4 Gr. N.F.— 
The Charcoal in these capsules has been made 
medicinally superior to regular Charcoal by a 
special scientific method of activation which has 
greatly increased its capacity to adsorb gases, 
toxins, and a host of other irritants in the diges- 
tive tract. Dosage: As Required. Packed: Vials of 
30. Tablets and capsules are excellent adjuncts 
to your practice, doctor. 


Clinical Samples & Literature upon request. 


REQUA MFG. CORP. BOX3 BROOKLYN 16, WN, Y. 
Established 1879 


The Balanced Acne Therapy 


CHARCOAL THERAPY AX 


_down drop-outs — the deplorable waste of 


America’s most competent manpower.” 
The article was written by Theodore Irwin, 
Scarsdale, N. Y. 


New Diagnostic Center at Chicago 


Ground-breaking ceremonies for a $1,980,- 
000 Diagnostic Center Building at University 


_ of Chicago Clinics were held. The new build- 


ing will provide a central location to serve the 
200,000 outpatient visitors at the clinics each 
year. 


Awards to Tulane University Faculty 
Members 


Three Tulane University School of Medicine 
faculty members have received awards permit- 
ting them to conduct extensive research as well 
as continue teaching activities. Dr. William 
G. Thurman, Instructor in Pediatrics, has been 
selected as a Markle Scholar and awarded 
$30,000 over a five-year period. The Doctor 
is specializing in pediatric hematology and is 
a participating member in the Southwest Can- 
cer Chemotherapy Group. Dr. Stephen J. Le- 
Brie, Instructor in Physiology, has received a 
Lederle Medical Faculty Award of $21,312 to 


| extend over a three-year period. He is engaged 


in studying renal lymphatics and endocrinology. 
Dr. Henry C. Pitot, Instructor in Pathology, 
has been awarded a Lillian Israel Postdoctorial 
Fellowship for a second year which is admin- 
istered by the American Cancer Society. He 
will continue studies on protein synthesis. 


Research in Oral Pathology 


The Department of Oral Pathology of the 
Chicago Professional Colleges has received two 
grants from the U.S. Public Health Service 
totaling $26,340. One will be used for cyto- 
metric studies of human gingiva. The other 
grant will support research in lathyrism of the 
periodontal tissues and jaws of rats. 
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We've come a long way since—to staunch the flow of blood—Galen dipped a 
sponge in asphalt, placed it on the bleeding point, and set it on fire to form a 
crust and stop hemorrhage. To check . 
hemorrhage today the safe, proved KOAGAM IN 
method! « No untoward reaction ever reported—even after millions of doses 
¢ Acts directly upon the clotting mechanism—effective in less than 30 min- 
utes « Controls bleeding of any systemic origin— usually with just one injection 
¢ Most economical hemostatic for routine use—costs less per injection, re- 
quires fewer injections « KOAGAMIN, an aqueous solution of oxalic and malonic 
acids for parenteral use, is supplied in 10-cc. diaphragm-stoppered vials. 
CHATHAM PHARMACEUTICALS, INC - NEWARK 2, NEW JERSEY Df» 


Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario 
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Your home 
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IMPORTED OLD-WORLD 
APOTHECARY JARS 
Hand-made and decorated at the 


famous West Germany 
Pottery Works of Anton Herr. 


WRITE FOR COLORFUL FOLDER 
ILLUSTRATING STYLES and SIZES 


Medical Fimes 


Dep’t M., 1447 Northern Bivd. 
Manhasset, N. Y. 
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DIAGNOSIS, PLEASE 
(Answer from page 33a) 
STRICTURE CAUSED BY INGESTION OF LYE 


Note marked, rather uniform stricture of 
entire esophagus producing obstruction and 
loss of peristatic activity. 


WHO IS THIS DOCTOR? 
(Answer from page 77a) 


Fre_DING H. GARRISON 


MEDIQUIZ 
(Answers from page 103a) 


1 (A), 2 (E), 3 (A), 4 (B), 5 (C), 6 (B), 7 
(C), 8 (B), 9 (D), 10 (D), 11 (C), 12 (EB), 
13 (D). 


WHAT'S YOUR VERDICT? 
(Answer from page 61a) 


The appellate court reversed the judg- 
ment of the trial court, holding: 

“There were proofs from which the jury 
could find that the defendant had under- 
taken and negligently failed to perform 
sterilization. If so, the plaintiffs were en- 
titled to recover for all pain and suffering, 
mental and physical, together with loss of 
services and any other loss or damage prox- 
imately resulting from such negligence.” 

Based on decision of 
Court or Errors AND APPEALS 
oF NEw JERSEY. 
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Traffic: jammed 
Car: stalled 


Temper: mild 


Uicer: quiet 


Here’s a man whose ulcer once would have pro- 
tested strongly—not just at traffic problems— 
but at the entire gamut of stress to which modern 
man is subjected. 

His physician, aware that the patient as well as the 
ulcer must be treated, has prescribed ALUDROX SA. 


eases tension + promotes healing 
relieves pain + reduces acid secretion 
inhibits gastric motility 


ALUDROX 


Suspension and Tabiets: Aluminum Hydroxide Gel with 
Magnesium Hydroxide, Ambutonium Bromide and Buta- 
barbital, Wyeth 


Wyeth 


Philadelphia 1, Pa 
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Covering the Times 


a on this month’s cover 
is Thomas I. Brennan, M.D., who describes 
his hobbies as “raising a large family, reading 
everything pertaining to the Civil War, and 
golf.” 

Dr. Brennan does most of his golfing at the 
Pelham Country Club (Pelham, N.Y.), of 
which he is a member. He made a hole-in-one 
back in 1953, an event he recalls fondly, and 
currently has a handicap of 23. He is a mem- 
ber of the New York Physicians Golfing Asso- 
ciation. 

A graduate of Cornell University Medical 
College, Dr. Brennan practices orthopedic and 
traumatic surgery in the Bronx, New York 
City. He is a Professor of Clinical Surgery at 
New York Medical College, Flower and Fifth 
Avenue Hospitals, and is associated with sev- 
eral other hospitals. 

His No. 1 “hobby,” his family, consists of 
four daughters and a son, a junior at Holy 
Cross College. Two of the daughters are twins, 
one of whom is married to a physician. Dr. 
Brennan has five grandchildren. 

Alex Ross, who painted this month’s cover, 
comes from the land where golf is said to have 
originated—Scotland. Brought to this country 
as a boy, Ross grew up in western Pennsylvania 
and received his early art training in Pitts- 
burgh. He came to New York in 1940 and 
got his big break, a cover assignment for a 
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Dr. Brennan & 
fondly recalls 
a hole-in-one 

he made 


back in 


nationwide magazine, two years later. He has 
been a topflight cover artist ever since. 

In June 1953, Ross was awarded an honor- 
ary Master of Arts Degree by Boston College, 
and during the summer of 1954 was director 
of Creative Painting at the Catholic University 
Workshop. He is the father of two boys and 
wo girls, and lives in Wilton Connecticut. 


Like a full color reproduction of any of 
our cover paintings? They're printed on 
wide margin paper, ready for framing. 
Send 50c for a single print or $2.50 for 
six (of a single cover or assorted). 


MEDICAL TIMES 


= 

| 

QO xy 

} 

; ; 4 

2 


problems 
Weight reaction?” 


24 


because it can be taken at 
8:00 P.M. or later 

without interfering 

with sleep. 


administration and dosage: 

Average dose: 5 to 10 mg. two or three times daily. 

how supplied: 

Bottles of 100 tablets, each tablet containing 5 mg. of 

levo amphetamine alginate (levo 1-phenyl-2-aminopropane alginate). 


LEVONOR® levo amphetamine alginate (levo 1-pheny!-2-aminopropane alginate) 


Nordson Pharmaceutical Laboratories, Inc. « Irvington, New Jersey 
(formerly Nordmark) 
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Abbott Laboratories 


Norisodrine ll4a 
Aeroplast Corp. 

Aeroplast Surgical Dressing 147a 
Allied Impex Corp. 

Miranda C Camera 184a 
American Ferment Co., Inc. 

Caroid and Bile Salts Tablets 100a 
Ames Co. 

Clinitest } 175a 
Armour Pharmaceutical Co. 

Chymar Buccal 192a 
Ascher & Co., Inc., B. F. 

Niatric Tablets & Elixir . Wla 
Astra Pharmaceutical Products, Inc. 

Xylocaine Ointment 163a 
Ayerst Laboratories 

Beminal Forte with Vitamin C 8a 

Murel 98a, 99a 

Mysoline 82a 

Premarin Intravenous 228a, 229a 

Premarin Vaginal Cream 186a 

Theruhistin Forte 167a 

Vanay 46a 
Baker Laboratories, Inc., Chester A. 

P & S Liquid 180a 
Birtcher Corp., The 

Birtcher Products 242a 
Borden Co. 

Bremil Sla, 179a 
Boyle & Co. 

Triva 164a, 165a 
Breon & Co., George A. 

Cradol 236a 
Bristol Laboratories 

Azotrex 148a, 149a 
Bristol-Myers Co. 

Bufferin 6a 
Burroughs Wellcome & Co., Inc. 

Antibiotic Lotions 205a 

Empirin Compound 18a 

Perazil 137a 
Burton, Parsons & Co. 

L. A. Formula 208a 
Carnation Co. 

Carnalac, Evaporated Milk 43a 
Carnrick Co., G. W. 

Bontril 206a 
Chatham Pharmaceuticals, Inc. 

Koagamin 249a 
Ciba Pharmaceutical Products, Inc. 

Esidrix 150a, 15la 

Esidrix-Serpasil 62a, 63a 

Gammacorten 38a, 39a, 40a, 4la 

Ritonic 3a 

Singoserp 200a, 201a 

Tessalon 159a 
Cutter Laboratories 

Hypertussis 246a 


Dermik Pharmacal Co., Inc. 
Cort-Acne Lotion, Rezamid Lotion 242a 
Dome Chemicals, Inc. 


Acid-Mantle, Domeboro Tabs 210a 
Eaton Laboratories 

Furacin 23la 

Furadantin 79a 

Tricofuron Improved 193a 
Endo Laboratories 

Hycomine Syrup 219a 
Ex-Lax, Inc 

Ex-Lax ; 218a 
Fougera & Co., Inc., E. 

Diasal . 214a 
Fuller Pharmaceutical Co. 

Tucks 224a 
Geigy Pharmaceuticals 

Anturan 105a 

Butazolidin 28a 

Preludin Endurets 155a 

Sterazolidin 2ila 
Holland-Rantos Co., Inc. 

Hyva Vaginal Tablets 207a 

Koro-Flex 64a 
Ives-Cameron Co. 

Cyclospasmol 4a 

Oxsorbil, Oxsorbil-PB 217a 


Pepulcin 24la 


Spensin, Spensin-PS 160a 
Synalgos Capsules 32a 
Kelgy Laboratories 
Sulpho-Lac 248a 
Kinney & Co. Inc. 
Chel-Iron 152a 
Knoll Pharmaceutical Co. 
Dilaudid Cough Syrup : 20a 
Lakeside Laboratories 
Catron 10a 
Lederle Laboratories, Division of 
American Cyanamid Co. 
Achrocidin ‘ 134a 
Aristocort Cream & Ointment, 
Neo-Aristocort Eye-Ear 
Ointment ; 106a, 107a 
Diamox kes . 187a 
Gevral 95a 
Pronemia, Falvin, Perihemin 52a 
Tentone . 58a, 59a 
Leeming & Co., Inc., Thos. 
Clarin 256a 
Lloyd Brothers, Inc. 
Doxidan .. Tila 
Lycinate 247a 
McNeil Laboratories, Inc. 
Butisol Sodium : 97a 
Grifulvin speed 196a, 197a 
Parafon 65a 
Parafon with Prednisolone 73a 
Syndrox 202a 
tassengill Co., The S. E. 
Livitamin between pages 224a, 225a 


Massengill Powder 
between pages 50a, Sla 
‘ead Johnson & Co. 


Deca-Vi-Sol, Poly-Vi-Sol, 

Tri-Vi-Sol 237a 
Dextri-Maltose 145a 
Lactum ..108a, 109a 
Sobee ...26a, 27a 

Medical Times 
Apothecary Jars 250a 
Figurines 138a 
Physicians’ Coats 19la 
Merck Sharp & Dohme, Division 

of Merck & we 4 Inc 
Benemid 35a, a 
Cremomycin 
Decadron .. 48a, 

between pages 90a, 9la 

Diupres ; . 232a, 233a 

Hydro Diuril 156a, 157a 

Leritine Cover 4 

Neo-Hydeltrasol Nasal l6a 

Pentazets . 142a 
Merrell Co., The William S. 

Bentyl 123a 
Mulford Colloid Laboratories 

Anergex .. 83a, 84a, 85a 
Nordson Pharmaceutical 

Laboratories, Inc. 

Levonor 253a 
Organon, Inc. 

Nugestoral 50a 

Wigraine Cover 3 
Ortho Pharmaceuticals 

Delfen, Preceptin . 190a 

Sultrin 135a 
Parke, Davis & Co. 

Benadryl 126a, 127a 

Benylin Expectorant 243a 

Eldec 

Myadec 72a 

Ophthocort - 57a 
Pet Milk Co. 

Instant Milk _. 70a 
Pfizer Laboratories, Division of 

Chas. Pfizer & Co. Inc. 

Niamid 132a, 133a 
Pitman-Moore Co. 

Capsebon 94a 

Neo-Polycin Ointment 255a 

Novahistine LP 209a 
Requa Mfg. Corp. 

Charcoal Capsules . 248a 


Research Supplies 


Glukor 170a 
Riker Laboratories 

aner 238a 

Rauwiloid 92a 
Robins Co., Inc., A. H. 
Dimetane Expectorant, 

Dimetane Expectorant-DC 24a 
Donnalate 185a 
Donnatal 128a, opposite page 128a 
Robaxin opposite page 129a, 129a 


Roche Laboratories, Division of 
Hoffmann-LaRoche Inc. 


Gantrisin 182a, 183a 

Madribon 168a, 169a 

Madricidin 66a, 67a 

Romilar, Romilar CF 74a, 75a 

Tigan . Cover 2 
Roerig & os. J. B. 

Tao ; .222a, 223a 

Viterra 104a 
Sandoz Pharmaceuticals 

Mellaril ... between pages 82a, 83a 
SchenLabs 

Dorbane 139a 
Schering Corp. 

Meti-Derm Aerosol 93a 

Polanil 119a 
Schmid, Inc., Julius 

Ramses 213a 
Searle & Co., G. D. 

Mornidine ‘ 80a 
Sherman Laboratories 

Elixophyllin 235a 
Smith Kline & French Laboratories 

Acnomel Cream & Cake 87a 
Squibb & Sons, E. R., Division 
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because Neo-Polycin Ointment 


helps clear 
topical infections 
promptly 


Neo-Polycin® provides neomycin, bacitracin and polymyxin, 
the three antibiotics preferred for topical use because this 
combination is effective against the entire range of bacteria 
causing most topical infections...has a low index of sensi- 
tivity...and averts the risk of sensitization to lifesaving 
antibiotics, since these agents are rarely used systemically. 
And Neo-Polycin provides these three antibiotics in the 
unique Fuzene® base, which releases higher antibiotic con- 
centrations than is possible with grease-base ointments. 


Each gram of Neo-Polycin contains 3 mg. of neomycin, 400 units of bacitracin and 
8000 units of polymyxin B sulfate in the unique Fuzene base. Supplied in 15 Gm. tubes 


PITMAN-MOORE COMPANY, DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6. INDIANA 
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WITHOUT CLARIN, turbid blood serum five hours 
after a fat meal: This unretouched dark-field photo- 
micrograph (2500X) shows potentially hazardous fat 
concentrations circulating in the blood stream of a 
patient after a standard fat meal. 


CLARIN is sublingual heparin potassium. One 
mint-flavored tablet taken after each meal effec- 
tively “causes a marked clarification of post- 
prandial lipemic serum.” Clarin facilitates the 
normal physiologic breakdown of fats, with no 
effects on the blood-clotting mechanism.’ It 
therefore provides important benefits for your 
postcoronary patients. 


Indication: For the management of hyperlipemia asso- 
ciated with atherosclerosis. 


Dosage: After each meal, hold one tablet under the 
tongue until dissolved. 


Supplied: In bottles of 50 pink, sublingual tablets, each 
containing 1500 1.U. heparin potassium. 


1. Fuller, H. L.: Angiology 9:311 (Oct.) 1958. 


2. Shaftel, H. E., and Selman, D.: Angiology /0:131 (June) 
1959. 


lari can do this for 


your postcoronary patients 


WITH CLARIN, clear blood serum five hours after a 
tat meal: Atter eating a standard fat meal as at left, 
the same patient has taken one sublingual Clarin 
tablet. Note marked clearing effect and reduction in 
massive fat concentrations in this unretouched photo- 
micrograph (2500X). 
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Optical Density 


0.1 
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2Hrs. 3Hrs. 4Hrs. 6 Hrs. 


Hours After Fat Meal 


Average serum optical density in 36 patients after fat 
meal with and without sublingual heparin.? 


Fasting 1Hr. 5 Hrs. 


Level 


“Registered trade mark. Patent applied for 


Shes Leeming F Ge, New York 17,N. Y. 
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for MIGRAINE 


RELIEVES FASTER because Wigraine disintegrates 
in seconds. Gives prompt effect. No taste or aftertaste. 


TREATS ENTIRE SYNDROME: restores cerebral 
vascular system to normal... alleviates nausea, vomiting 
... relieves residual occipital pain. 


Wigraine, in tablets and suppositories, supplies: 


1 mg. Ergotamine Tartrate 
100 mg. Caffeine 

0.1 mg. !-Belladonna Alkaloids 
130 mg. Acetophenetidin 
Tablets—Boxes of 20 and 100 
Suppositories— Boxes of 12 


Organon) Organon Inc. « Orange, N. J. 
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Greater effectiveness: prompt and sustained relief with 
fewer doses. Fewer side effects: little or no nausea or 
vomiting m not constipating — LERITINE is spasmolytic 
= minimal unwanted CNS effects—no convulsions or simi- 


lar neurologic phenomena reported in therapeutic dosage. 


TABLETS: 25 mg., in bottles of 100 and 500.PARENTERAL SOLUTION : 25 mg. per cc., in 1-cc. and 2-cc. ampuls; 
go-cc. vials. WARNING: May be habit-forming. NOTICE: Subject to Federal Narcotic Law. 


Leritine 


(ANILERIDINE) 


orally effective even for 


MERCK SHARP & DOHME 


* Leritine is a trademark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 
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